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In deciding upon a subject for these lectures, it seemed to me that I 
ought, if possible, to utilise some of the clinical material with which 
an experience of more than thirty years of active professional work, 
both in hospital and private practice, has furnished me. In a paper 
published so long ago as the year 1887, I expressed the opinion that 
“whoever accepts a hospital appointment undertakes grave 
responsibilities, not only to the institution he serves, but to the 
profession of which he is a member, and that not the least of the 
responsibilities that come under this latter head is that of making 
public from time to time the results of his hospital experience and of 
endeavouring to present them in such a shape as will make them 
useful to his professional brethren.” Being still of this opinion, I 
am about to narrate to you, and comment upon, a group of cases 
which greatly impressed me at the time of their occurrence, and 
which, if I can at all succeed in presenting you with a true picture of 
them, may serve to illustrate certain difficulties in the diagnosis and 
treatment of ovarian tumours. I believe that in this way I shall be 
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himself would have desired me to interpret it, for the preface to one 
of his own books opens with these words: “ A faithful record and an 
extensive collection of well-authenticated cases afford the only means 
of advancing the progress of our knowledge in medicine.” 

It is a trite observation that one learns more from one’s mistakes 
and failures than from one’s successes. Impressed with the truth of 
this, the Editor of one of our professional journals established some 
years ago a column for confessions. He was one of the shrewdest of 
men, but, in this instance, he had not sufficiently taken into account 
the obstacles in the way, and the project proved a failure. It is 
almost too much to ask of human nature, under any circumstances, 
to publish for the warning of others the details of professional 
blunders, but when those blunders have been committed by men with 
whom habitually rest the issues of life and death, and when, if the 
writer happen to be identified, serious and irreparable damage may, 
and probably will, be inflicted on his professional reputation, it is 
surely idle to expect confessions to pour in week by week in sufficient 
number to fill a certain allotted space in a weekly journal. Anyway, 
the scheme came to nothing, and, in my opinion, was bound to do so. 
Medical confessions involve matters much too doubtful and dangerous 
to be frequently indulged in. Nevertheless, I am myself about to 
enter the confessional, and to tell, amongst other things, some of my 
own mistakes both of diagnosis and treatment. I will reserve 
comments until I have related the cases. 

The first case to which I will call your attention is that of the wife 
of a medical practitioner, who was under my care in the Hospital 
for Invalid Gentlewomen in Harley Street. The patient’s husband 
had been paralysed for some years, and was an inmate of a hospital 
for incurables. In consequence of this, the patient herself had to 
earn her living, which she did by keeping a boarding-house. She 
was admitted to the hospital on the 23rd of April, 1891, being then 
41 years of age. She had one child, a young man of 22. After 
her confinement she had had an illness of several months’ duration, 
accompanied with severe pain in the left groin and down the left 
thigh. During the succeeding years she had from time to time 
suffered from excruciating pain in the left groin, having on several 
occasions been laid up for a period of some weeks. These attacks 
were said to be due to congestion of the ovary. On her return from 
South America seven years previously, she had been stated by a London 
gynecologist to be suffering from ulceration of the womb, for which 
she was under treatment by him up to the time of his death three 
years subsequently. Three years before her admission she had had 
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a serious illness, and had been seen in consultation by an obstetric 
physician, who thought she was suffering from cancer. During that 
illness she had great pain in the left iliac region and a profuse yellow 
vaginal discharge. For three weeks she is said to have been delirious. 
As soon as possible, she was removed to the Harley Street Hospital, 
where she remained for 4} months, her case being by 
this time regarded as one of fibroid tumour. She was again 
admitted to the hospital in April, 1890, and remained in for a 
month, suffering from pain in the same situation as_ before. 
After that, she was fairly well until about two months before 
her admission for the third time (on the 23rd of April, 1891), when 
she again began to suffer severely. She now for the first time came 
under my care. For the past three weeks she had been increasing 
rapidly in size. The abdomen when I first saw her was greatly 
distended with fluid, the girth measuring 38? inches. The uterus 
was normal in length, and was displaced backwards. To the right, 
and in front of it, ceuld be felt a sharp hard nodule above the vaginal 
roof. 

On the 4th of May the abdomen was opened in the middle line by 
a short incision, and 15 pints of ascitic fluid were removed. Lying 
centrally situated, in the lower part of the abdomen, immediately in 
front of and closely connected with the uterus, was a cystic swelling, 
on the exterior of which were patches of proliferating growth 
resembling in appearance boiled sago. The pelvic viscera were 
densely matted, and it was impossible to differentiate them. A small 
cyst which was accidently ruptured was for the most part cut away. 
Otherwise nothing was removed. The abdomen was closed under the 
belief that the patient was the victim of malignant disease, and that 
further interference under the circumstances was unjustifiable. For 
a few days the patient lay in a condition of somewhat alarming 
exhaustion. She then gradually improved, and was able to leave the 
hospital on the 19th of May. On May 29th I had an opportunity of 
examining her, and failed to detect any return of the ascites. I saw 
her again on the 24th of July. She had for some weeks been doing 
a very heavy amount of house work, having had to attend upon seven 
boarders with the help of only one servant. She had gained flesh, 
but suffered a good deal of pain. The centrally-situated tumour, 
tender, elastic, and globular, was very conspicuous, and extended 
upwards to the level of the umbilicus. There was, however, no 
return of the ascites, and I began to doubt the correctness of my 
diagnosis. I advised her to arrange to come into the hospital as soon 
as possible for the purpose of a further exploration. She was re- 
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admitted into the institution at No. 90, Harley Street, on the Ist of 
October, 1891, and on the 12th of October, with the assistance of Mr. 
Pitts, I re-opened the abdomen. The cyst was densely adherent to 
the scar of the previous incision, and, indeed, to all the parts around, 
including intestines. The intestines were slowly and carefully 
separated. In consequence of the density of the anterior adhesions 
it was thought the best course would be to empty and drain the cyst, 
stitching the edges of its opening to the abdominal incision, 
now enlarged to a length of 5 inches. On passing the finger into the 
cyst, however, it was found full of proliferating growth, and it was 
evident that the only chance of doing any good by the operation was 
to remove the whole, if possible. This was accordingly proceeded 
with, the operation lasting nearly three hours. Several times the 
intestines seemed on the point of giving way. In one place a patch 
of intestinal wall, denuded of peritoneum, was closed in with fine 
sutures. In other places small portions of the cyst wall were cut off 
and left adherent. At last, its connection with the left uterine 
appendages was reached, and the main mass was tied off and removed. 
A considerable portion of thickened peritoneum from _ the 
anterior abdominal wall was unavoidably removed with it. The 
patient became, towards the close of the operation, alarmingly 
collapsed. The abdominal cavity was quickly douched, cleansed, and 
stitched up, a glass drainage tube being inserted at the lower angle 
of the wound. This was removed in 44 hours. The details of the 
post-operative period need not detain us. The symptoms during the 
first few days caused grave anxiety, the pulse varying in rapidity 
during the first 48 hours from 136 to 160. The temperature never 
exceeded 100°. A quantity of extremely foul discharge consisting 
of pus and blood, to the extent of about 8 fl.oz. escaped during 
urination in the evening of the 20th. It was uncertain whether this 
came from the vagina or the bladder. But the following morning a 
catheter was passed, and a considerable quantity of pus came away 
with the urine. No special symptoms preceded this occurrence or 
followed it. On the 24th a grape-seed and a little fecal matter were 
detected in the urine. On the 31st the urine finally ceased to give off 
an offensive odour, and on the 7th of November the patient left for 
Eastbourne, feeling well and in good spirits. 

She survived the operation for ten years, during most of which 
time she was well enough to lead an active and useful life. She 
suffered, as might have been expected after such an operation, from 
habitual constipation, and there was, at times, considerable 
irritability of the bladder. In the early part of 1898, seven years 
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after the operation, she took charge of a private nursing home at 
Sheffield, and remained there in the capacity of matron for three 
years. Her health then began seriously to fail, and after being 
for some time under the care of Dr. John W. Martin at Sheffield, she 
removed to London, where she died on the 12th of December, 1901, 
with symptoms of intestinal obstruction. The cause of death was 
stated on the certificate to be carcinoma. There was, however, no 
post-mortem examination, and the patient’s nephew, a medical man 
and hospital surgeon, in whose house she had for some time made her 
home before leaving Sheffield for London, does not appear to have 
suspected cancer, and thinks it very unlikely that death occurred 
from this cause. 

However that may be, the case possesses much interest. Besides 
illustrating the desirability of early operation in all cases of new 
growth connected with the ovary (and early operation had, I believe, 
been suggested in this case by the patient’s own husband), it shows 
that one should not, even after the abdomen is opened, too readily 
condemn a patient as beyond relief. But my main reason for 
narrating it here to-day is because of the part it played in the treat- 
ment of a much more satisfactory case that came under my care 
about the same time. The case I allude to was that of a patient 
named Mrs. A., who, having formerly lived in Manchester, and 
having there known something of me, sought me out at St. Thomas’s 
and obtained admission under my care in August, 1890. She was at 
that time 36 years of age, and, having for some years been separated 
from her husband, had maintained herself by keeping a small news- 
paper shop in the City. She had suffered for six weeks before her 
admission from recurrent attacks of sharp pain in the lower part of 
the abdomen and the back, especially severe when the bowels acted. 
During the latter part of this time she had noticed an abdominal 
swelling, uniform, hard, and progressively increasing in size. 

There was nothing unusual in her menstrual history. She had 
been married at the age of 21, and had given birth to one child 
within a year of her marriage, labour being quite natural. The child 
died when two years of age, and when the patient was about three 
months advanced in her second pregnancy. Apparently as a result of 
anxiety and grief, hemorrhage commenced from the time of the 
child’s death and, after continuing for a month, ended in a mis- 
carriage. After the miscarriage she was subject to irregular 
hemorrhages, sometimes profuse, for a period of twelve months, after 
which menstruation became regular and even scanty. At the time 
of her admission to St. Thomas’s the abdomen was uniformly 
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prominent, the relations of dulness and resonance over the abdomen 
varying considerably from day to day. No direct evidence of the 
presence of fluid was obtainable. The legs were slightly edematous. 
In a week from the time of admission the prominence of the abdomen 
had almost entirely disappeared. The patient was then examined 
under anesthesia, and there was discovered in the right iliac region 
just external to the inner border of the psoas and iliacus, a hard, 
elongated mass, 2} inches in length. This was thought to be, in all 
probability, malignant disease of the cecum. A hard swelling, 
thought to be the right Fallopian tube enlarged, was felt in the right 
posterior quarter of the pelvis. The patient was transferred to the 
medical wards, and three days later left the hospital, expressing 
herself as feeling quite well. 

She had not been out of the hospital more than ene weeks before 
the abdominal swelling began to return. The enlargement remained 
from that time, though she was able to go on with her occupation 
until May, 1891, when she was re-admitted. The abdomen was now 
uniformly distended, and there was a distinct fluid thrill with well- 
marked bulging of the flanks. No tumour could be detected. There 
was dulness on light percussion over the abdomen from the pubes 
upwards to a curved line, with its convexity downwards, running 
across the abdomen transversely a little distance above the umbilicus. 
On deep percussion, the note was resonant throughout. The flanks 
were dull, the dulness disappearing on change of position. There 
was slight edema of both legs. The uterus was ascertained to be 
normal in length and position. There was no depression of the 
lateral fornices. There was some resistance in the situation of the 
left posterior quarter of the pelvis; none in that of the right. The 
temperature, the pulse, and the state of the urine were normal. On 
the 28th of May (1891) an exploratory incision was made, and 
seventeen pints of ascitic fluid were withdrawn. The fluid was of a 
deep yellow colour; it gave no bile reaction and became solid on 
being boiled. The left side of the pelvis was found filled with a 
(?) papillomatous growth from the left ovary. The Fallopian tube, 
thickened and equal in size to a goose quill, could be traced along a 
curved line to the uterus. Behind the uterus was an adherent cyst, 
equal in size to a small orange, studded here and there with 
(?) papillomatous growths. This was thought to be a cyst of the 
right ovary. On the surface of the intestine, here and there, were 
small, soft, red growths of uncertain nature. Above the incision on 
the under surface of the abdominal wall and beneath the peritoneum, 
was a round lump, equal in size to a marble, of smooth apd even 
contour and of firm consistence. 
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I felt so certain that the disease was malignant that I did not 
consider myself justified in attempting the removal of the disease. 
The abdomen therefore, after having been as far as possible emptied 
of free fluid, was closed. In August of the same year, 1891, the 
patient came to the out-patient room looking very well. There was 
no evidence of return of the ascites or of any increase in the size of 
the growth. I began seriously to doubt both the correctness of my 
diagnosis and the wisdom of my treatment. Very soon after this the 
fluid began to reaccumulate, and in the month of December, 1891, 
the patient was readmitted. In the meantime I had learnt a lesson 
from the case of the doctor’s wife already related. In the light of 
that encouraging experience I offered to re-open the abdomen, remove 
the accumulated fluid, and endeavour to remove the disease. The 
patient was only too glad to give her consent, and, on the last day of 
the year 1891, I operated. Sixteen pints of ascitic fluid were 
removed. A large mass of growth, equal in size to two fists, in 
appearance like boiled sago, and without capsule, was separated from 
behind the left broad ligament and brought into view. The 
fimbriated end of the left Fallopian tube was attached to it. It was 
connected by a thick pedicle with the broad ligament and uterus. 
The mass was removed in the usual way. The right broad ligament 
was closely and inseparably adherent to the anterior abdominal wall. 
Behind the uterus and in the right posterior quarter of the pelvis 
was a thin walled cyst 4 to 5 inches in diameter. During an attempt 
made to separate this the wall gave way, and the viscid contents 
escaped. It was then seen that the small intestine was intimately 
attached to the cyst wall, and it was therefore decided to leave the 
collapsed cyst in the abdomen. The interior of the cyst was rough 
from calcareous particles. The operation lasted 2} hours, the arrest 
of hemorrhage occupying a considerable time. Recovery was 
uninterrupted. 

The mass was believed by Mr. Shattock to consist of infective 
papilloma, surrounding and originally springing from the ovary. 
Two years after the operation the patient reported herself to be quite 
well. In October, 1898, nearly seven years after her operation, she 
was re-admitted to the hospital. She stated that by resting part of 
the day she had been able to carry on her business all the time. She 
had menstruated regularly up to the summer of the previous year, 
when the catamenia had finally ceased. There had been a gradually 
increasing abdominal enlargement for the past 12 months. Her age 
was now 45. The abdomen was greatly enlarged, and there was a 

large ventral hernia at the site of the former incision, no doubt 
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partly in consequence of the employment of the drainage tube. On 
bimanual examination, the cervix uteri was found pushed forwards 
against the symphysis pubis, the length of which was unusual (3 
inches). The pouch of Douglas was distended by a smooth, elastic, 
fixed swelling, the upper part of which could be easily felt in the 
right iliac and hypogastric regions by pressing the fingers of the 
external hand deeply between the separated edges of the recti at the 
hernial aperture. The swelling encroached considerably upon the 
lumen of the rectum. On November 4th, 1898, the abdomen was 
again opened with a view to the removal, if possible, of the tumour 
that had developed on the right side and to the closing of the hernial 
opening. A large cyst, intimately adherent to surrounding parts, 
was with difficulty removed from the right side, the cyst rupturing 
during the process and a large quantity of dark brown fluid escaping. 
On examining the cyst after its removal it was found to be a 
multilocular cystic adenoma of the right ovary, with abundant 
papillomatous growth on the inner aspect of the cyst walls and a 
similar growth in one or two places on the exterior. After the 
removal of this tumour, and a peritoneal cyst apparently connected 
with the abdominal wall, the hernia was dealt with. The operation 
was necessarily severe and prolonged, lasting altogether about 3 
hours. As on the previous occasion, recovery was uninterrupted, the 
temperature never exceeding 99°. 

I had an opportunity of examining the patient four years later, 
namely, on September 29th, 1902. There was no return of the 
hernia. There was a little tender, but not painful, swelling situated 
quite superficially just above Poupart’s ligament on the right side. 
The uterus was senile and fairly movable. No abnormal swelling 
could be detected in the pelvis. There had been some persistent 
diarrhea, chiefly mucous. This had evidently caused some mental 
depression, for the patient was half inclined to give up her business. 
I advised her on no account to do this, but to go to bed for a week in 
order to get rid of the swelling, which I believed to be due to a small 
effusion of serum among the peritoneal adhesions. I also thought this 
might remove the cough. She took my advice, got rid both of the cough 
and the depression, and, I believe, also of the swelling, for I heard no 
more of it. I had a communication from her so recently as Easter 
of the present year (1904). She is in excellent health, and one of the 
most quietly grateful and loyal patients it is possible to conceive. 
It is now more than 12 years since the removal of the growth from 
the left side and four years and a half since the later operation, so 
that it is safe to conclude that the disease, though it had many 


# es 
4 
a 
a 
3 
4 
if 
i} 
x 
4 
i 
q 


Cullingworth: Malignant Disease of the Ovary 509 


characters suggestive of malignancy, was, as a matter of fact, non- 
malignant. 

Are there any distinctive characters, clinical or pathological, by 
which we can with certainty diagnose malignant from non- 
malignant papilloma as found in conuection with cystic disease of 
the ovary? My own opinion is that, at present, we have no absolute 
criteria. Consider the clinical characters first. In both forms of 
papilloma there is usually ascites. In both the development may 
have been rapid. In the one form, as in the other, the cyst walls are 
apt to be particularly thin and easily torn, so that rupture, with 
extravasation of the contents is by no means an uncommon 
accident. In both the papilloma tends to infiltrate the cyst wall and 
passing through from the interior of the cyst to the exterior, to 
develop in the latter situation and become a source of infection to 
contiguous parts. Marked loss of flesh is often as noticeable in the 
one case as in the other, and in both forms there is a liability to 
attacks of localised peritonitis and to intracystic hemorrhages. No 
doubt, if we had access to the lumbar glands and could examine 
them as easily as we can the glands in the inguinal or axillary 
regions, we might have the distinctive clinical characteristic that 
we seem at present to lack.. 

With regard to the microscopical characters, I am told by experts 
that they frequently find it impossible to pronounce with certainty 
whether a given specimen of ovarian papilloma is malignant or non- 
malignant. We are therefore no better off pathologically than we 
are clinically; and this being the case, I am convinced that the right 
and humane course in doubtful cases, or even in cases where the 
balance of probabilities seems decidedly on the side of malignancy, 
is to open the abdomen and remove the growth if it be at all 
practicable. There is no absolute certainty in medicine, and the 
more we recognise that fact the more likely shall we be to do the best 
for our patients. Let me say here, however, that where an operation 
is obviously a forlorn hope, I, for one, see no virtue whatever in 
advising or performing it. There are operators who seem to regard 
it as a crime to allow a patient, even with advanced malignant 
disease, to die without the consolations of surgery. I should not like 
it to be supposed that I belong to that category. But I do plead 
that where there is reasonable ground for doubt, the patient should 
have the benefit of the doubt. 

Let me conclude to-day’s lecture by narrating a case of much 
interest, in which, though the ultimate result is still doubtful, the 
patient certainly owes ten years of fairly comfortable life to 
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treatment based on the principle I am here advocating. A single 
lady, aged 47, who made her home for the greater part of the year in 
Italy was sent to London in the autumn of 1893 by a medical friend 
of mine practising in Switzerland to whom I am indebted for much 
of the following history :—Some years ago there had been noticed in 
the right side of the abdomen a tumour which was considered by her 
physician to be a fibroid tumour of no importance. She had suffered 
from dysmenorrhea throughout her menstrual life, which had 
ceased 3 years previously after some irregular hemorrhages. For 
about a year the abdomen had.been gradually increasing in size, and 
the patient had become thin and pale, and had frequently suffered 
from pain in the abdomen. Her appetite, too, had failed. Three 
months before my friend had seen her she had been seized with 
severe pain, and her physician in Italy had removed from the vagina 
a pessary which had been there for 15 years. At that time, also, the 
patient had complained of pain in the left breast, where there had 
been a little swelling for the past 20 years. There was now a small 
hard nodule in the breast, which was believed to be either an adenoma 
or the result of chronic inflammation. There was no enlargement of 
the axillary glands. It was the end of July (1893) when my friend 
had first seen her. She then looked very ill, and had a temperature 
of 102°F. He found a centrally-situated abdominal swelling, hard 
and lobulated, reaching upwards to a line above the level of the 
umbilicus, and below to a line a little above the symphysis pubis. 
The tumour was dull on percussion, and merged on the right side 
into another and more elastic swelling above it. This latter had ill- 
defined limits, and underwent constant changes in size and form; it 
was thought to be intestine adherent to the tumour. The tumour 
was felt to have on the left side a small cord-like continuation which 
seemed to go into the pelvis. The uterus was small, anteflexed, and 
freely movable, but every movement of the tumour conveyed a move- 
ment to the uterus. The tumour was outside the pelvis, but could 
be pressed down so as to be within reach of the finger in the vagina. 
On bimanual examination a thick and long pedicle could be felt 
going to the lower part of the tumour from the left side of the uterus. 
Such is a résumé of my friend’s description of the condition of the 
patient when she was under his care. His opinion was to the effect 
that there was a tumour of the left ovary, cyst adenoma or 
polycystoma, with small cysts or growth of a more solid nature on its 
surface. At all events, he was inclined to regard it as becoming 
malignant, judging from the hardness of some parts of it, its 
lobulated surface, the evident adhesions of the bowels to the 
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tumour, the condition of the patient, and the fact that the tumour 
was growing after the menopause. He discussed the question of 
fibroid, and thought this unlikely, as the uterus was small and did 
not present on its surface any trace of such a growth. Besides, the 
tumour was far away from the uterus, and the pedicle was rather 
that of an ovarian tumour. Even if it were a subserous fibroid, he 
had no doubt there was some change in it, probably of a malignant 
nature. 

The pyrexia ceased after some weeks, but the pain continued. 
Abdominal section was proposed, and was agreed to by the patient. 
The family desired the operation to be done in London, and my 
friend accordingly wrote to me and commended the case to my care. 
The patient was seen on her arrival in London by an obstetric 
physician, who agreed in the opinion that the tumour was malignant, 
but thought it omental, not ovarian, and deprecated operation. On 
October 2nd, 1893, he and I saw the patient together. The lobulated 
tumour, with hard nodules, was very distinct, but the tension did not 
permit the pedicle to be made out. There was evidence of some free 
fluid in the peritoneum. The uterus was small and drawn up, but it 
could not be ascertained by what agency. The right fornix of the 
vagina was also elevated. I agreed that the probabilities were on 
the side of malignancy. The question of treatment was discussed, 
and the opinion was again expressed by my senior colleague 
that no operation ought to be recommended. The ground he 
gave for this opinion was curious. He thought that it would 
be better for the patient not to have the absolute certainty 
as to the nature of her disease that would result from operation, 
that, in other words, an operation, by producing a mental 
attitude of hopelessness, would be more likely to shorten life 
than to lengthen it. It was therefore decided to advise that the 
patient should be admitted to the pay wards of St. Thomas’s Hospital 
for observation. This advice was acted upon the following day. 
But, as time went on, I became more and more unhappy at the idea 
of leaving the patient to her fate, and more and more grieved with 
myself for having silently acquiesced in an opinion with 
which I did not agree. Presently I suggested to the friends 
the desirability of another consultation, and proposed that this time 
a surgeon should be asked to see the patient with me. The friends 
consented, and on October 11th Mr. Bernard Pitts and I met, and 
agreed to urge the desirability of an exploratory incision. We both 
thought the chances were greatly in favour of malignancy, but 
thought there was quite sufficient room for doubt to justify an 
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exploratory operation. Accordingly, on October 13, 1893, with the 
assistance of Mr. Pitts and Dr. Edmunds, I opened the abdomen. 
The tumour proved to be an ordinary multilocular cystic adenoma of 
the left ovary, without a single adhesion. The walls were very thin, 
and some of the cysts had undergone rupture, so that there was a 
quantity of thick, transparent, jelly-like material lying free in the 
peritoneal cavity. All the cysts contained similar colloid material, 
with which the omentum was also infiltrated, both it and the liver 
being moreover studded with little cyst-like formations of the size of 
peas. There was no solid material in the tumour. The opposite 
ovary was healthy. The uterus was normal. The incision was 
enlarged, the tumour was expressed, and its pedicle was tied and 
divided. As much as possible of the free gelatinous material was 
removed from the abdominal cavity by the hand and by sponges, and 
the incision was closed without irrigation or drainage. 

The patient bore the operation well, and made a fair recovery up 
to the time of her leaving the Home, five weeks after the operation. 
She went to Bath on November 21st, and on the 23rd she sent for a 
doctor, who found her suffering from influenza. For the next 
fortnight she was extremely ill, her life being at one time despaired 
of. She remained in Bath for some months. In June, 1894, she 
was able to walk about and pay visits to her friends. I saw her the 
following month; she was then very active, walked erect, and looked 
well. On May 25th, 1895, a physician in Florence, writing to 
me, mentioned that he had seen my patient a few days previously, 
and that she was quite well. In the year 1899 I received from my 
friend in Switzerland a letter dated November 11th, in which he told 
me that in February of that year (1899) he had operated on the 
patient for a new ovarian tumour with the same gelatinous contents. 
Again the cyst was ruptured and the peritoneal cavity full of jelly- 
like material. The cyst, which was not to be felt or noticed in the 
autumn of the previous year, had grown very rapidly, and had 
attained a great size. The patient had meantime become much 
emaciated. She had made a good recovery from the operation, being 
able to be up in a fortnight. At the date of the letter (November, 
1899), she was fairly well. 

Whilst preparing this address, viz., in March, 1904, the patient’s 
brother called upon me to say that his sister, who is living abroad, 
had, a few weeks previously, undergone another operation, and that 
there had been found an irremovable mass, from which a portion had 
been removed for further investigation, but which, it was feared, 
would prove to be malignant. A few days afterwards I had a letter 
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from the doctor, in which he gave me the following account :—The 

patient had for the past few months complained of pain in the 

abdomen. On examination he had found the abdomen enlarged, with 

signs of the presence of ascitic fluid in the peritoneal cavity. There 

was a large, flat tumour which he considered to be a tumour of the 

great omentum, and also a small tumour in the abdominal wall in the 

middle of the scar where the umbilicus had been. His diagnosis was 

pseudomyzoma peritonei, with myxoma omenti majoris. At the 

operation he had found the peritoneal cavity full of gelatinous matter 
and a large, hard, flat tumour of the omentum, having, in the words 

of the operator, the appearance of a carcinoma gelatinosum. The 
peritoneum, both visceral and parietal, was everywhere studded with 
little cysts with mucoid contents. The small tumour from the, 
abdominal wall was removed for microscopical examination. The 
tumour of the omentum was left, on the ground that it was impossible 
to remove the whole of it, and that, even if possible, it would be 
useless, all the organs being covered with small tumours. 

The microscopical examination showed the growth to be a simple 
myxoma without sarccmatous or carcinomatous elements. Notwith- 
standing this favourable report, and the fact that the patient has 
recovered well from the operation and is now able to be up and out of 
doors, whilst the omental tumour is, if anything, a little smaller, 
my friend has not felt justified in giving the friends much hope. 
For myself, seeing that the myxomatous infiltration of the omentum 
had already commenced in 1893, and is therefore by no means a 
new feature in the case, I cannot bring myself to take quite so 
despairing a view. But whatever turn things may take, there will 
remain the fact that the operation of eleven years ago, so strongly 
deprecated at the time, has been already the means of considerably 
prolonging the patient’s life and of restoring her for at least several 
years to a condition of comparative health and eomfort. 


(To be continued.) 
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Torsion of the Pedicle in Hydrosalpinx, and other 
morbid conditions of the Fallopian Tube.* 


By R. Haminron Bett, M.A., M.B., B.C. (Cantab.), M.R.C.P. (Lond.), 


Physician to Out-patients, Samaritan Free Hospital; Obstetric 
Tutor and Registrar, St. Thomas’s Hospital. 


Torsion of the pedicle in tumours of the Fallopian tube is a rare 
phenomenon. To Mr. Bland-Sutton we owe the first recorded 
observation. It was a hydrosalpinx with its pedicle twisted three 
and a half times, and was removed by Mr. Henry Morris, in 1891. 
The specimen is preserved in the Museum of the Royal College of 
Surgeons. Since that date very few cases have been observed in 
England, or at any rate published, and the subject has never aroused 
much interest or attention. The case is very different on the 
Continent. In France observations of the phenomenon are 
constantly being made, and at the Société d’Obstétrique de Paris are 
the subject of frequent discussion. In addition, Hartmann and 
Reymond, Maillard, and Cathelin have written articles, with a record 
of all previously observed cases, and a full discussion of the clinical 
and pathological phenomena. 

In Germany also, numerous cases have been recorded, and Praeger, 
in the Archiv fiir Gyndkol., 1899, collected twenty cases from the 
literature, and added two of his own. 

My attention was directed to the subject by the occurrence of a 
case under the care of Dr. Cullingworth in St. Thomas’s Hospital. 
It was the first case of the kind which had come under his personal 
observation, and he suggested to me that it would be valuable to 
record it, and at the same time to look up the records of other 
published cases. 

On searching the literature I soon found that the cases, though 
rare, were by no means so unique as was thought only a few years 
ago. Hartmann and Reymond, in 1898, collected eleven cases, 
Praeger in the following year reached twenty-two, and finally 
Cathelin, at the end of his article “De la Torsion des Hydro- 
Salpinx,” published in 1901, added a table of forty-one observations. 
A few of these might perhaps be disputed. He includes, for example, 
a specimen of axial rotation of a right-sided parovarial cyst with 
attached right ovary and Fallopian tube distended by hemorrhage. 
This case was published by Napier in the Transactions of the 
Obstetrical Society, 1892, vol. xxxiv. Clearly, though closely akin 
* Read at a Meeting of the Obstetrical Society of London, April 6th, 1904. 
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to the cases we are considering, it is only in a very loose classification 
included amongst them. 

Hartmann and Reymond show the same laxity as Cathelin in this 
respect, and in their article headed “La Torsion des Salpingites,” 
they include a case of twisting of a healthy tube, and another where 
the main cystic mass contained 500 grammes of blood, and was very 
probably ovarian rather than tubal. 

It has fallen to the lot of most men who have operated on a 


considerable number of ovarian tumours to come across an ovarian | 


cyst with twisted pedicle associated with a hematosalpinx, 
produced by the torsion of a hydrosalpinx which was adherent 
to the ovarian cyst. One such case occurred in St. Thomas’s 
Hospital in June, 1898. But here the main mass is ovarian, and the 
associated hematosalpinx is a mere accessory. Such cases should 
therefore not be classified with those we are considering here, in 
which the torsion occurs in connection with primary tumours of the 
Fallopian tube, and in which the ovary may, or may not, be involved 
in the twist. Praeger excludes all such cases from his list, and he 
also particularly excludes one published by Montgomery (American 
Journal of Obstetrics and Gynecology, vol. ix.) of a cyst in the 
broad ligament closely connected with the tube, a case similar to 
Napier’s mentioned above, and included by Cathelin. 

But even if we are careful to exclude these cases the number of 
recorded observations has now reached fifty at the least. I had 
intended to draw up a table of all the cases, but abandoned this on 
discovering that it had already been done by Cathelin as recently as 
1901. I will, however, before giving details of the case on which 
this paper is based, mention shortly those which I have discovered 
in the literature, recorded since 1901, or which had escaped Cathelin’s 


notice. These are twelve in number. 


Ve 


1. Praeger. Archiv fiir Gynikol., 1899, p. 583. 

A married woman, aged 22, one child. Pelvic tumour, placed on the 
right side, and noticed nine months before operation. Severe abdominal 
pain, vomiting and constipation. 

Diagnosis. Tubal or ovarian tumour, either intra-ligamentary or 
adherent. 

At operation tumour found arising not from right but left side. Tubal 
in origin, dark-red in colour, and adherent. Pedicle twisted twice in the 
direction of the hands of a watch. Pedicle 7$cm. long; left ovary drawn 
into the twist. Below the tumour was a hematocele the size of a fist. 
Recovery. 


2. Praeger. Archiv fiir Gyndkol., 1899, p. 584. 
A married woman, aged 35, one child. Tumour on left side of abdomen, 
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first discovered one year before operation; later 12 weeks’ amenorrhea, 
with sickness, severe abdominal pains, retention of urine, constipation, 
etc. Tumour in left iliac fossa, tender, fluctuating. Below this four 
months’ pregnant uterus. 

Diagnosis. Left-sided ovarian cyst with twisted pedicle, associated 
with four months’ pregnancy. At operation, dark-red cystic swelling, 
which turned out to be a left tube, with a pedicle twisted twice in the 
direction of the hands of a watch. Ovary not involved. Contents, fluid 
blood and detritus. Tube between twist and uterus very thin. Recovery. 
Pregnancy not interrupted. 


3. Pozzi. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de Pediat. 
de Paris, April, 1900. 

A right tubal pregnancy, three and a quarter months, with torsion of 
the pedicle; left hydrosalpinx. Married woman, aged 33, one previous 
pregnancy, seven years ago; last period Jan. 4th, 1900. On Jan. 19th, 
severe pains in lower abdomen, and slight hemorrhage. This hemorrhage 
continued daily till the operation, April 2nd. On Feb. 23rd another 
severe attack of abdominal pain, with vomiting. Tenderness of the lower 
abdomen. Per vaginam a cystic tumour was felt on the left side, but at 
the operation this was found to be attached to the right cornu of the uterus 
by a pedicle which had one complete turn in the inverse direction of the 
hands of a watch. The twist was not very tight, so that the circulation 
had not been interrupted in the tube, and the ovum had continued to grow. 
Ovary not adherent to the tube, but involved in the torsion. 

(This case is mentioned by Cathelin, but not included in his table, 
because it is a tubal pregnancy and not a hydrosalpinx. He however 


includes one clear case of tubal pregnancy.—A Martin, Centralbl. fir 
Gynakol, 1893). 


4, Pinard and Paquy. Comptes Rendus de la Soc. dObstét. de Gynécol. 
et de Pediat. de Paris, October, 1901. 
Torsion of the pedicle of a right hydrosalpinx, coinciding with a four 
months’ pregnancy. Married woman, aged 26, one previous pregnancy. 
Several severe attacks of abdominal pain in the course of the present 
gestation. Vomiting in the last attack. Tender cystic tumour to the 
right of the pregnant uterus. 

Diagnosis. Pregnancy, together with an ovarian cyst with twisted 
pedicle. 

Operation, October 13th, 1900. Tumour greenish-brown in colour, 
tubal in origin, with pedicle twisted twice on itself, in the inverse direction 
of the hands of a watch. Some recent adhesions. Ovary enlarged, not 
participating in torsion. Recovery. Pregnancy not interrupted. 


5. Pinard. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de Pediat. 
de Paris, 1902. 
Torsion of a Hydrosalpinx during pregnancy. Married woman, aged 
36, one previous pregnancy. Patient came under Pinard’s care 
June, 1902; last period September 5th to 13th, 1901. History of short 
attacks of pain in the right inguinal region for five years, worse since the 
pregnancy started. Admitted for severe pain, nausea, and frequent 
micturition ; later vomiting, diarrhoea, and meteorism; slight icterus. It 
was decided to induce labour, and deliver as rapidly as possible. Delivery 
effected in 70 minutes. Temporary improvement, but abdominal section 
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undertaken, as arranged before delivery. In the right iliac fossa tumour 
the size of an orange, a right hydrosalpinx, twisted twice on its pedicle in 
the inverse direction of the hands of a watch. Ovary normal. Removal 
of right appendages. Recovery. 


6. Kleinhans. Vezt’s Handbuch, p. 713. Illustrated. 

No clinical details of case. Specially interesting from the presence of 
a hematocele due to a left tubal abortion, associated with a hemato- 
salpinx on the right side, due to torsion and adhesions. Right tube showed 
a quite thin isthmic portion, and was then bent down and backwards, with 
one axial twist. Tube swollen beyond the twist. Contents, dark fluid 
blood. Wall infiltrated with blood. 


7. Harpoth. Centralbl. fiir Gyndkol., 1900, p. 1,399. 

Left tube twisted 2} times, “from left to right.” Right tube 
untwisted. Sero-purulent contents of both, but contents sterile. Absence 
of adhesions which rendered twist possible. 


8. Waldo. American Journ. of Obstet., August, 1901. 

Single woman, 17 years old. Abdominal pain, etc. No irregularity or 
change in menstruation. 

Diagnosis. ‘Appendicitis. At operation, right hematosalpinx. 
Contents entirely fluid, dark in colour, no clots. Ovary drawn up by the 
tumour, but not involved in twist. Ligature on pedicle slipped, but there 
was no hemorrhage; complete strangulation. Twist of pedicle described 
thus: “Several distinct and complete twists on its long axis.” Direction 
not stated. Left tube and ovary normal. Recovery. 


9. Waldo. American Journ. of Obstet., August, 1901. 

Married woman, aged 26, no pregnancies. Abdominal pain and 
tenderness. Menstruation regular. 

Diagnosis. Inflamed and adherent ovarian cyst. At operation proved 
to be a left hematosalpinx with “several complete twists” of pedicle. 
Direction not stated. Ovary not involved and left im situ. Also right 
tube and ovary. Recovery. 


10. Baldwin. American Journ. of Surg. and Gynecol. St. Louis, 1900. 
I obtained this reference, but have not been able to see the paper. 


11. McCann. Lancet, May 9th, 1903. Illustrated. 

Married woman, aged 37, sterile, menstruation regular. Four attacks 
of acute abdominal pain, culminating in very severe attack a fortnight 
before operation. A swelling on the right side of the uterus, bluish-black 
in colour. Intestines adherent to it. When pedicle exposed three complete 
turns observed. Ovary not involved and left in situ. Appendages on 
opposite side normal. Dilated tube contained blood-clot and dark fluid 
blood. Tubal wall infiltrated with blood. Sections made from the wall 
showed chorionic villi, also infiltrated with blood. Recovery. 


12. Lewers. Trans. Obstet. Soc. of London. Vol. xliv., p. 362. 

A single woman, aged 37. First attack of abdominal pain and vomiting 
December, 1901. A similar attack May, 1902, then continuous pain till 
September, 1902, when she had a third acute attack. Menstruation 
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normal. Physical signs suggesting the presence of two ovarian tumours. 
This consequently the diagnosis, “and that probably, judging from the 
history, one had a twisted pedicle.” Operation October 9th, 1902. Condi- 
tion found to be that of double pyosalpinx. The right pyosalpinx was 
firmly adherent to small intestine and omentum, and slightly adherent 
to the bladder. When freed from adhesions the dilated part of the tube 
was found to be attached to the broad ligament by a pedicle twisted several 
times, which consisted of the undilated inner part of the Fallopian tube. 
Direction of the twist not stated. The right ovary was not involved, and 
was not removed. The pedicle of the left pyosalpinx was not twisted. 
Bacteriological examination failed to demonstrate the tubercle bacillus, 
but Dr. Lewers states that “though no positive evidence of tubercle was 
found, he thought that most probably the salpingitis was tubercular.” 
Sepsis and gonorrhea were fairly excluded by the fact that the patient was 
a virgin. Uninterrupted recovery. 


To proceed to the details of the case under my own observa- 
tion :— 


P.A.C., aged 45, was admitted to St. Thomas’s Hospital, February 
9th, 1903, under the care of Dr. Cullingworth. She had been a 
fairly healthy women, but subject to severe and recurring attacks of 
bronchitis. There was a family history of tuberculosis, her father, 
sister, and two brothers having died of consumption. Catamenia 
began at 13, and till two years ago the periods had always been 
regular, of the 28 day type, and lasting for 3 or 4 days. The patient 
was married at 19, and eighteen months later bore a healthy child, 
the labour and puerperium being normal. Since then she had never 
been pregnant. 

In 1899 she was seized one evening with severe pain in the lower 
part of the abdomen. The pain was such as to cause faintness and. 
vomiting, but it lasted only a few hours, and she did not see a doctor. 
So far as the patient can remember no headache or fever, diarrhea 
or constipation, accompanied the attack of pain. For two years she 
was free, and then, in 1901, the attacks returned, but though sharp 
while they lasted they were of short duration, and never led to her 
seeking advice until a very severe attack in February, 1903, which 
immediately preceded her entrance to the hospital. All through 
there had been no trouble with the bowels, nor with micturition. 
For the last two years the periods had lost their regularity, recurring 
at intervals varying from one to three months, but there was 
absolutely no evidence of any relation between the attacks of pain 
and uterine hemorrhage. She had herself noticed no increase in the 
size of the abdomen, and was quite unconscious of any lump or 
swelling. 


During the last six months the abdominal crises had recurred 
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with increasing frequency, at intervals of one month to six weeks, 
and greater severity. The last attack was the severest of all. 

On examination of the abdomen, which was full and rather tense, 
a swelling could be felt extending from the pubes upwards to a point 
one inch below the umbilicus. The fingers could be inserted over 
the borders of the swelling, between it and the anterior superior 
spines on both sides. There was marked tenderness on the left side. 
Fluctuation could be obtained. 

Per Vaginam. The uterus was lying behind the swelling, no 
part of which projected into the pelvic cavity. It could be felt lying 
in front and above the anterior vaginal wall, but it caused no 
bulging. Bimanually the swelling gave the impression of being a 
not very tense cyst about the size of an ostrich’s egg. It lay with its 
largest diameter across the abdominal cavity, reaching to within 
lin. of the ant. sup. spine on the right, and almost as far on the left. 
High up behind the cervix could be felt a hard fixed nodular 
swelling, which however did not depress the vaginal vault. 

Per Rectum. The mass could be distinctly felt projecting into 
the bowel from the right side, the projection being itself of the size 
of a hen’s egg, but forming part of a larger mass. An impulse was 
conveyed directly to the mass projecting into the rectum from the 
abdominal swelling. 

The measurement from the pubes to the upper limit of the 
tumour was 4} inches. 

Examination of the chest showed that the heart was healthy, but 
there was impairment of resonance over the base of the right lung, 
and a pleuritic friction sound in the same area. Rhonchi were heard 
over both lungs. The temperature was normal, and the pulse of 
fair strength and normal rate. The urine was acid, sp. gr. 1,030, 
with a heavy deposit of urates, but no albumen, sugar, or blood. 

A week later (February 16th) a further pelvic examination was 
made by Dr. Cullingworth. The portion of the tumour extending into 
Douglas’s pouch, and into the vagina above the right fornix, was still 
almost completely fixed. It was partly cystic, but in part consisted 
of a harder and more irregular mass, with cords on its surface 
suggestive (to the touch) of the inflamed veins of a varicocele. Per 
rectum the swelling could now be felt distinctly in front of the canal, 
between it and the upper part of the vagina. 

The most probable explanation of the existing condition in the 
light of the patient’s history was that the attacks described 

represented a series of twists of the pedicle of a right-sided ovarian 
cyst, the harder and more fixed portions in the pelvis representing 
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the parts more immediately affected, and therefore altered by edema 
and adhesions, probably also by extravasations of blood. 

Three days later the abdomen was opened. The omentum was 
found adherent to the subjacent viscera. It was carefully separated 
from its adhesions and pushed upwards. The abdominal mass could 
now be explored. A large cystic swelling was identified, and its 
pedicle made out, apparently rising from the left side of the uterus. 
Some adhesions to bowel and anterior surface of the uterus were 
broken down, and the tumour brought out through the incision. It 
was dark, almost black, in colour, and obviously connected with the 
left appendages. To it was attached an apparently normal ovary. 
The pedicle was twisted, and the next step in the operation was the 
unwinding of the twist. To do this the cyst was taken in both hands 
and turned in the direction of the hands of a watch. The turns 
were carefully counted, and it was found that there had been 1? 
complete twists of the pedicle (Fig. 1). A blunt pedicle needle, double 
threaded, was pushed through the mid-line of the pedicle close to 
the uterine end, and the ligatures interlocked and tied. The pedicle 
was then cut through and the cyst removed. For greater security 
the stump of the pedicle, which had been secured by forceps, was 
encircled by a silk ligature and tied. 

The right side of the abdominal cavity was now explored, and 
deep down in the pelvis another tumour was found. It was brought 
to the surface, and proved to be a hydrosalpinx of the right tube, 
with the right ovary flattened against its pedicle, and adherent to it. _ 
The pedicle was tied, and the tumour removed, together with a 
portion of the ovary. On examining the pelvis the uterus was found 
to be freely movable, and to have returned from its retroflexion to a 
normal position. The abdomen was closed without drainage. 

Convalesence was uninterrupted, the temperature never being 
above 100°. The patient got up on the eighteenth day, and left the 
hospital just-four weeks after the operation. The last note is dated 
March 16th. “ Progress unimpeded. Uterus in good position and 
mobile.” 

Examination of parts removed. The cyst removed from the left 
side could be seen now to be a hematosalpinx, converted into such 
from a previous hydrosalpinx by the twisting of its pedicle. It 
formed a large tumour, measuring 5in. by 4in. in its longest 
diameters. It was impervious both at the uterine and fimbriated 
ends. The tube as it left the uterus was much thickened, the wall 
measuring } of an inch. Gradually the lumen dilated, until it 
reached a point about 2in. from the uterine end, then suddenly it 
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The interior of the cyst, showing the ribbed appearance, and the wall 
greatly thickened by hemorrhage. 
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enlarged into a bladder-like cyst, the fimbrie of the tube forming a 
ribbed network of raised tissue on the internal wall of the cyst (Fig 3). 
For the greater part of its area the cyst wall was thick and hemorr- 
hagic, but at the distal end there was an area about the size of a crown 
which was thin, and free from hemorrhage.. On section the wall of 
the cyst was found to consist of a thin outer colourless fibrous layer, 
a broader middle layer of dark hemorrhagic material, and an inner 
thin layer of mucous membrane, which was continuous over the 
narrow part of the tube, and over the ribs which represent the 
fimbrie. This inner layer, with the hemorrhagic layer, disappeared, 
to the naked eye at least, on reaching the thin portion of the wall 
already referred to. The contents of the cyst measured about 14oz. 
The fluid was dark and grumous in character, about the colour of 
chocolate. It was strongly alkaline, and became solid on boiling. 
Under the microscope were seen the remains of many red blood cells, 
and a good deal of amorphous débris resembling broken-down 
epithelium. No pus cells were seen. 

Attached to the external surface of the cyst was the left ovary, 
slightly hypertrophied and edematous, but otherwise normal. Near 
the ovary was a second small cyst, the size of a walnut, 
filled with dark altered blood. The right Fallopian tube was dilated 
into a typical hydrosalpinx, measuring in its greatest diameters 3 
and 4 inches. The walls of the cyst were thin and transparent. 
There was evidence of pelvic inflammation in the strong adhesions, 
which divided the whole cyst into a series of rounded swellings, and 
matted and fimbriated end to the ovary and to the mesosalpinx. No 
microscopical examination was made. 


The whole problem of torsion in relation to the abdominal 
viscera is, of course, raised by such a case as this. As is well 
known, nearly every organ in the abdomen is affected in varying 
proportions, the liver perhaps being the single exception. Torsions of 
the bowel, kidney, and testicle are common, and of the spleen not 
infrequent. Of the female pelvic viscera the ovary is very 
frequently affected, the tube much more rarely, and the uterus least 
of all. What is the exciting cause? To this, I think, the answer 
must be that there is no single exciting cause, but a variety, some 
intrinsic to the organ affected, and some extrinsic. As regards the 
first point the relative frequency of torsion in cases of dermoid and 
solid tumours of the ovary is very suggestive. Storer states that in 
248 cases of ovarian torsion collected from various sources there 
were 43 dermoids and 23 solid tumours. Irregular shape and 
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varying weight and consistence must tend to produce disturbance of 
equilibrium. Freund insists that this is the chief factor in torsions | 
even of high degree. But most observers have regarded the 
extrinsic causes as of more account. Certain conditions must of 
course be present to give freedom of movement, of which the most 
obvious are a certain length of pedicle, and a smooth peritoneum, 
without adhesions. We shall see a little later how these conditions 
apply specially to tumours of the Fallopian tubes, but given their 
presence the actual exciting cause of torsion is still to seek, and the 
suggestions that have been made are very numerous. In Thornton’s 
cases of torsion of ovarian cysts, pregnancy and labour played a 
prominent part. Others have suggested the alternate filling and 
emptying of the bladder and rectum. This last, one would think, 
might produce a slow progressive twisting (a condition which is by 
no means rare, and judging from the history was probably present 
in the case here recorded), but not an acute strangulation. The 
latter must be produced by some more violent agent, such as the 
sudden descent of the diaphragm, or quick movement of the body as 
a whole. Quick alterations of abdominal pressure such as are 
produced by labour or tapping might also be effectual. I think 
myself that sufficient stress has not been laid on the movements of 
the diaphragm in producing both kinds of torsion, the acute and the 
chronic. In the latter case suppose the peritoneum to have lost a 
little of its lustre. There would then be a certain amount of 
friction, easily overcome by the active contraction of the diaphragm, 
but sufficient to resist the much weaker force of its passive 
relaxation. It is easy thus to imagine a tumour driven slowly 
onwards, and the twist of its pedicle gradually increased. 

It was mentioned above that the presence of a sufficiently long 
pedicle and the absence of adhesions are the two primary conditions 
which must be satisfied if torsion is to take place. The fact that 
these conditions can only occasionally be satisfied in tumours of the 
Fallopian tube explains the rarity of the phenomenon in these cases. 

In most cases of salpingitis or pyosalpinx the adhesions are 
numerous, and torsion consequently impossible. In Cathelin’s list 
of 41 observations there are six of pyosalpinx, but he gives reasons 
for thinking that these are not primary cases of purulent salpingitis, 
but rather primary hydrosalpinx, with subsequent hemato- and 
pyosalpinx. He points out that in one of the observations of Pozzi 
the contents are described as a mixture of pus and blood. Of course 
a pyosalpinx is seen occasionally floating free in the pelvis, and in 
this case torsion would be as easy as in a hydrosalpinx, but the 
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condition is rare. Probably if examined it would prove to be 
tubercular in origin. Nearly all the cases of tubal torsion recorded 
are torsions of a hydrosalpinx, converted into a hematosalpinx by 
the torsion, just as hemorrhage occurs in an ovarian cyst when its 
pedicle is twisted. The case recorded here is a good example of this, 
bilateral hydrosalpinx, with conversion of the left hydro- into a~ 
hematosalpinx by twisting of the pedicle. Besides hydrosalpinx 
several cases of torsion of tubal gestations have now been recorded, 
e.g., by A. Martin, Pozzi, and McCann, one or two also of malignant 
disease (Stroganoff and Warnek), and Hartmann and Reymond 
published a curious case of twisting of a tube apparently quite 
healthy save for the hemorrhagic infiltration produced by the twist 
itself. 

Besides the absence of adhesions it is necessary for the tumour 
to have a distinct pedicle, and it is much more easy for it to rotate 
when the pedicle is long and thin, and the mobility free. These con- 
ditions are satisfied when the swelling is situated in the ampulia of 
the tube, and not in the isthmus, and when sufficient growth of the 
tumour has taken place for it to have obtained an abdominal rather 
than a pelvic situation. The former condition is almost a sine quad 
non, the latter not absolutely necessary, but certainly favourable. 
Where the exact localisation of the tumour in relation to the parts 
of the Fallopian tube is mentioned in the recorded cases it is almost 
without exception a dilatation of the ampulla, connected with the 
cornu of the uterus by a long, and usually thin, pedicle. 

Two Varieties of Torsion. Legueu particularly has insisted on 
the slow or chronic variety of torsion. It is by no means so common 
as the acute form. It cannot truly be said that there is any hard 
and fast line between the two forms, but clinically the cases are very 
different, urgent symptoms in the one leading to immediate 
operation, and in the other a succession of twists with only short, if 
sharp, attacks of pain, occurring at intervals perhaps for years. In 
my own case the first attack of abdominal pain occurred four years 
before her admission to hospital, and during the last two years the 
attacks had gradually increased in frequency and severity. It seems 
probable that these attacks were produced by successive twists, 
leading ultimately, but very slowly, to complete strangulation of the 
pedicle, and acute symptoms. 

Direction of Rotation. The methods of recording this are so 
various and confusing that it is difficult to arrive at any exact con- 
clusion as to the usual direction of the twist. ‘ From left to right,” 
or “from behind forwards” are phrases loosely employed. I 
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think undoubtedly the best method of describing the direction of 
torsion is that usually employed by the French writers, namely, “ in 
the direction, or in the inverse direction of the hands of a watch.” 
It must be understood that the face of the watch is towards the 
tumour, the back towards the uterus, but no other conditions need 
be observed. In my case the twist was unravelled by turning the 
tumour in the direction of the hands of a watch. The original twist 
was therefore in the inverse direction. As it was a left hydro- 
salpinx this follows Kustner’s “law of torsion.” But there are so 
many exceptions to this law that it can hardly be considered to have 
much validity, as regards torsions of hydrosalpinx at any rate. 
Cathelin gives the following table in this connection :— 


R. Side 
In the direction of the hands of a watch ......... 2 cases 
L. Side 
In the direction of the hands of a watch ......... , ae 


In the inverse direction 


These figures afford no support whatever to Kustner’s so-called 
law. They point, on the contrary, to there being no definite rule as 
regards the direction of the twist. 

Results of Torsion. The number of turns varies greatly in the 
recorded cases, from a half twist (i.e., through 180°) up to 4} twists. 
The actual number of twists is really of little importance. What is 
important is the tightness of the twist, and consequent strangulation. 
It is possible to have a complete twist without any interference with 
the blood supply, but the usual thing is for the veins to be com- 
pressed, and as a natural result of the impeded venous return there is 
a rapid increase in the size of the tumour, with hemorrhage both 
into the cyst and between the layers of its wall. Occasionally the 
strangulation is so complete that necrosis or gangrene occurs. In 
one or two recorded cases the twist has resulted in the complete, or 
nearly complete, separation of the pedicle. Occasionally bleeding 
takes place into the peritoneal cavity, and a hematocele is formed, as 
in Praeger’s first case. 

The usual tumour of the tube to undergo torsion is a hydro- 
salpinx, and it is transformed by the hemorrhage induced by the 
torsion into a hematosalpinx. The contents are usually fluid, clots 
being only rarely found. The colour is variously described as dark 
red, blackish, resembling chocolate, or like the contents of a 
hematocele. Pus is occasionally found, but we have mentioned 
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already that it may be doubted if these are primary torsions of a 
pyosalpinx. It seems more reasonable to suppose that suppuration 
has occurred after the twist, as often happens in the case of ovarian 
cysts. 

The ovary is involved in the twist in roughly one-third of the 
cases. I have found it in 11 out of 30 in which the point is 
specifically mentioned. Rarely other organs are affected. In one 
case of Hartmann’s the uterus was twisted a half-turn on itself. In 
another observation the bladder was nipped between a fibroid uterus 
and the twisted hydrosalpinx. Adhesions are of course common, to 
the broad ligament, to the pelvic peritoneum, to bowel, and to 
omentum. Hartmann and Reymond in France, and Praeger in 
Germany have made careful microscopical examinations of the wall 
of the cyst, and of the pedicle at the seat of torsion. As might be 
expected the sections show litle more than hemorrhages in all 
directions. The arteries in the pedicle remain permeable, at least 
many of them, though the walls are dissociated by interstitial 
hemorrhages, and the vasa vasorum very dilated. The veins on the 
other hand are dilated and thrombosed. The microscopical appear- 
ances vary of course with the degree of torsion. As Cathelin puts 
it there are four stages, congestion, hemorrhage, mortification, 
and separation. 

Influence of Age and Pregnancy. As might perhaps be expected, 
the age at which this form of torsion occurs is that of full genital 
activity. Out of 42 cases in which the age is noted 34 were between 
20 and 40 (13 of these between 20 and 30, and 21 between 30 and 
40). There were 7 cases between 40 and 50, and 1 case under 20, an 
unmarried girl of 17. No case over 50 has yet been recorded. 
Pregnancy does not seem to play a very important part as a pre- 
disposing agent. Out of 38 cases 10 were nulliparous, and 15 had 
had only one confinement. At the same time several cases are 
directly associated either with pregnancy or the puerperium. In 
Cathelin’s list of 41 cases there is only one operated on actually 
during pregnancy, but in the few cases that I have added two 
coincided with a four months’ gestation, and were operated upon 
without any interruption of the pregnancy, and one was dealt with 
immediately after artificial delivery at practically full term. 
Multiple pregnancies weaken the abdominal wall, and would 
naturally favour torsion if a tumour of the tube were present; but 
there is the other side to the picture, namely, that diseases of the 
tubes are commonly associated with sterility, absolute or relative. 
The figures given above afford another illustration of this fact. 
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I propose now to consider shortly the more clinical aspect of 


these cases, under the headings of symptoms, diagnosis, and treat- 
ment. 


Symptoms. The most prominent symptom, common to all the 
cases, is abdominal pain, of a severe type, situated in the lower part 
of the abdomen, and in nearly all cases referred to the side on which 
the twist has occurred. The pain is sudden in onset, and very sharp, 
often leading to faintness and even syncope. In many cases, of 
which the one recorded here is a good example, there is a history of 
many previous attacks of pain, usually of short duration, and not 
so severe as the final attack which leads to operation. These 
previous attacks may be associated with slight twists of the pedicle, 
not leading to complete strangulation, or on the other hand they 
may be, when not severe, due to slight attacks of salpingitis and 
pelvic peritonitis, and so connected rather with the primary disease 
which leads to the formation of the salpingitic tumour than with the 
torsion of the pedicle. In certain cases the tumour itself has been 
recognised for months before the severe and final attack of pain. 
This occurred in Praeger’s two cases for example. In my own 
observation though the woman had not herself noticed any enlarge- 
ment of the abdomen, nor was she conscious of any lump, it is 
certain that the double hydrosalpinx must have been present for 
some time, and would have been found had she submitted herself to 
examination. In those cases where a tumour has been noted 
previously there are distinct changes observed in it occurring with 
the acute attack of pain, changes exactly similar to those occurring 
in an ovarian cyst when its pedicle becomes twisted, 7.e., enlargement, 
tenderness, and loss of mobility. 


The pain, though usually situated in the lower abdomen, radiates 
sometimes to the inguinal region and legs, to the hypochondrium, or 
to the loins. This has led to wrong diagnoses, such as appendicitis. 


There is usually little or no interference with menstruation. In 
Cathelin’s series out of 17 cases where the point is mentioned in only 
four was there any irregularity. Occasionally however there are 
irregular hemorrhages between the periods. It is doubtful whether 
these are due to the original disease of the tube, or to the torsion. 
Certainly in the analagous cases of torsion of the ovary some 
irregular bleeding is a fairly frequent symptom. 

In my own case the periods had lost their regularity for two 
years, recurring at intervals varying from one to three months, but 
there was no evidence of any relation between the attacks of pain 


j 


Bell: Torsion of the Fallopian Tube 527 


and uterine hemorrhage. It must too be noted that the patient 
was 45 years of age. 

Peritonitic symptoms are well marked. Vomiting is commonly 
noted, of varying severity, but never fecal. The belly is usually 
distended, and constipation is the rule, sometimes absolute even to 
the absence of flatus, leading in two cases to the diagnosis of 
intestinal obstruction. On the other hand diarrhea is noted in a 
few cases. The bladder is occasionally interfered with, leading to 
frequency of micturition. Retention of urine occurred in one case. 

Slight fever is sometimes present, but it is not the rule. The 
pulse rate is generally quickened, and the face has a somewhat 
anxious look. 

As regards the physical signs, the abdomen is usually distended, 
and tender to the touch. On gentle palpation a tumour can often be 
made out, fluctuating, and more or less fixed, according to the 
amount of local peritonitis excited by the torsion. In the cases 
where a tumour has been observed beforehand, augmentation of 
volume occurs. 

The presence of a tumour in the abdomen is very characteristic 
of this lesion, in contrast to the usual pelvic situation of disease of 
the Fallopian tubes. This is doubtless due to the fact that torsion 
is much more likely to occur when the hydrosalpinx has reached 
such a size as to become an abdominal tumour than when it is 
confined within the narrow limits of the pelvis. 

Vaginal‘examination does not commonly afford much information, 
save in the few cases where the tumour is situated in the pouch of 
Douglas. In my own observation the tumour did not enter the 
pelvis, but could be felt lying in front of and above the anterior 
vaginal wall. This situation has been noted in three other cases. 

Bimanually it is possible, if the patient is not too tender, to 
separate the tumour from the uterus in the great majority of cases, 
and localise it to the appendages. A careful examination should 
always be made to determine if possible the condition of the opposite 
appendages, as disease in that region might suggest the tubal rather 
than ovarian origin. In one case, published by Warnek, he was able 
to feel the twisted pedicle both by the abdomen and per vaginam, but 
this must be very rarely possible. The tumour was on the right 
side. He noted disease of the left appendages also, but still did not 
come to a correct diagnosis, regarding it as a case of right ovarian 
eyst with twisted pedicle, and left salpingitis. 

Diagnosis. So far as I have been able to discover an absolutely 
correct diagnosis has never yet been made. The symptoms and signs 
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detailed above show an almost exact correspondence with the 
symptoms and signs of a twisted ovarian tumour, and this is the most 
common diagnosis. Sometimes the characteristic signs are not 
present, and examination is very difficult from the tenderness of the 
patient, or the presence of another abdominal tumour, such as 
pregnancy or a fibroid uterus. In these cases the operation is of an 
exploratory nature, and there is a provisional diagnosis only, usually 
of salpingitis or appendicitis. 

I think the fact that a diagnosis has never been made or even 
suggested is due to the possibility of the condition not being present 
to the mind of the examiner. The cases are no doubt rare. Pozzi, in 
reporting his four cases in 1900, stated that he had never met with 
the occurrence before 1899, and the case reported here is the first to 
come under Dr. Cullingworth’s observation. Still the number of 
recorded cases has now reached above fifty, and all since Bland- 
Sutton’s premier observation in 1891. Given the following con- 
ditions and signs I think the diagnosis should be at least suggested— 
a fluctuating abdominal tumour, not rising above the umbilicus, 
associated with paroxysmal attacks of pain, culminating in a very 
severe attack, with vomiting and constipation, and if the tumour has 
been observed before, increase of size, tenderness, and some loss of 
mobility. 

The great difficulty is to distinguish this from torsion of an 
ovarian cyst. It cannot be done with certainty. But the shape of 
the tumour may be suggestive. An ovarian cyst is usually rounded, 
the twisted hydrosalpinx much more irregular. (In my own 
observation the tumour only reached to one inch below the 
umbilicus, and lay with its largest diameter across the pelvis.) If 
the abdomen were too tender for palpation percussion might be of 
aid. Instead of the definite upper convex limit of dulness there 
might be an irregular curve, corresponding rather to the retort- 
shaped hydrosalpinx than to the circular or oval ovarian cyst. Of 
course it is only in the case of small ovarian cysts that the question 
of differential diagnosis could arise. In tumours above the 
umbilicus no one would suggest disease of the tubes. Bimanual 
examination might lead to the discovery of bilateral disease, with 
acute symptoms on one side. This would be a further point in favour 
of tubal rather than ovarian torsion. 

If the case is seen for the first time during the acute attack the 
severe abdominal pain, collapse, vomiting, &c., suggest either colic 
(hepatic, renal, or intestinal) or appendicitis. Ifa tumour is present 
a mistake is not likely to be made, but where this is absent, or small 
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and not discovered from the extreme abdominal tenderness, the 
difficulty is great. Localisation of the seat of pain is sometimes of 
value, and the absence of particular symptoms such as tenderness at 
McBurney’s point or jaundice, would help in the differential 
diagnosis. Ruptured extra-uterine gestation might be suggested, 
but if watched for a little it is seen that there are not the symptoms 
of great internal hemorrhage, nor on the other hand the physical 
signs of the formation of a hematocele. As we have said before it 


is only rarely that a twisted hydrosalpinx forms a tumour situated in 
the pelvis. 


From one point of view perhaps a correct diagnosis is a matter 
of no very great importance. The surgeon may be satisfied that 
operative interference is called for, and is ready to open the 
abdomen and prepared to deal with any condition he may find 
present. But the value of a careful attempt to make a diagnosis 
beforehand is I think undoubted, and I trust that before long a case 
may be recorded in which not only will the patient’s life have been 
saved by a timely operation, but also that the condition will have 
been diagnosed correctly before the abdomen was opened. 


Treatment. This requires little discussion. It is necessarily 


surgical, and I think no one would dispute that the abdominal is the 
correct route. The incision should be made in the mid-line, or a 
little to one side, preferably the side of torsion. After removing the 
twisted tube the appendages of the other side should be carefully 
examined. Where the tube is obviously diseased it will of course 
be removed. One ovary should if possible be left in situ. It is a 
more difficult matter to decide what to do when the other tube is not 
obviously diseased. Cathelin in his discussion of treatment decides 
in favour of “ une castration bilatérale,” leaving only a fragment of 
ovary, with a secondary hysteropexy, but he allows that if the other 
appendages are absolutely healthy it may be better to leave them so 
as to give the patient a chance of a subsequent pregnancy. I think 
this should certainly be the rule, and that after removal of the 
twisted tube the other should be dealt with conservatively, by 
separation of adhesions for example, wherever possible. 


With regard to “ washing out” and drainage, each case must be 
considered separately. Though the practice of surgeons differs, I 
think it may be said that nowadays drainage should be avoided, 
unless there is some very positive indication for its use. 

The prognosis after operation is favourable. So far only three 
deaths have occurred in just over fifty cases. 
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Forty-one Cases of Puerperal Eclampsia treated by 
Thyroid Extract.* 


By A. G. Srurmer, Lieut.-Col., 1.M.S.; Superintendent Government 
Maternity Hospital, Madras. 


My attention was first drawn to the treatment of puerperal 
eclampsia by thyroid extract, in an article in the JourNaL oF 
OnsTETRICS AND GYN&ZCOLOGY OF THE Bririsn Emprre for July, 1902, 
by Dr. H. O. Nicholson, and as our mortality from this disease has 
always been high,I determined to try it. I commenced the treat- 
ment in September, 1902, and continued it throughout 1903. To all 
cases of eclampsia the extract was given, there has been no picking 


of cases. 

I may state that no fair comparison can be made between 
patients in the United Kingdom suffering from eclampsia and those in 
India; the balance is always greatly in favour of the former. In 
India, patients come from long distances, being transported in 
springless carts over bad roads, or those living in towns are first 
treated by ignorant quacks; e.g., they are made to sit over hot ashes, 
or pungent aromatics or peppers are burnt under their noses, or they 4 
are cauterised. So, if our results are good (and I think it will 
be admitted they are), a stronger term should be applied when 
comparing the results in the East and in the West. 


On looking back at the results of treatment and the mortality, I 
find in :— 


No. of cases. Recoveries. Deaths 


In 1871 tinct. veratrum was given in 15 minim doses every 
quarter of an hour for nine doses. Potassium bromide was also 
given, 15 grains, repeated every second hour. When the pulse fell 
to 60, the former was omitted, but administered again if it rose to 
100. 

In 1881 veratrum was given in large doses by the mouth, or if the 
patient could not swallow, by the rectum. It was administered in 
60 minim doses twice, at intervals of two hours, then, if required, ten 


* Read at a Meeting of the Obstetrical Society of London, April 6th, 1904. 
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minims in a diaphoretic mixture were given every third or fourth 
hour. 

In 1891 reliance was placed on chloral and bromide, and as in 
former years chloroform was given to mitigate the spasms. 

In 1901 the treatment consisted in the injection of morphia, 
i gr. at intervals, and in those cases in which the secretion of 
urine was deficient saline injections were resorted to. No chloral or 
bromide was given, and chloroform was inhaled only when some- 
thing had to be done for the patient, e.g., passing a catheter. 

It must also be remembered that a certain number of the 
patients are admitted annually in a moribund condition, for whom 
no treatment is of any use; there may be more one year than the 
next, but in the percentage I have counted all cases, whether 
moribund on admission or not. 

Under the thyroid treatment, a patient on admission suffering 
from eclampsia is given ten grains, and five grains are 
administered every four hours afterwards. Should the urine be 
scanty, a saline injection of one or two pints is given under the 
breast or into the axilla, and a hypodermic injection of half a grain 
of morphia is also administered, and repeated, if necessary, in two 
hours. Some of the cases, with a history of fits on the road or at 
home, who come walking into the labour ward, are only given 
thyroid and watched; the urine is either drawn or passed, and should 
it be full of albumen or very scanty, a saline injection is also given; 
on the least sign of restlessness a hypodermic of morphia is given. 
Should, however, a patient show signs of great edema of the lungs, or 
should the urine be free from albumen and passed in large 
quantities, the saline is omitted. From 1870 to 1903 there have been 
369 cases of eclampsia treated, and of these 106 have died or been 
removed by their friends in a dying condition; this gives a 
mortality of 287 per cent. One year, 1890, is omitted, as I can 
find no records. 

When I first joined the service, in 1875, Dr. W. H. Harris, 
who was at the time in charge of the Lying-in-Hospital, was of 
opinion that eclampsia was due to the condition of pregnancy, 
and that the sooner this was ended the better for the patient. 
The line of treatment adopted, therefore, was to hasten delivery, 
if labour had commenced, if not, to induce labour by rupturing 
the membrane, and dilating the cervix by Barnes’s bags. The 
practice of Dr. Harris was carried on by Col. Branfoot, during his 
tenure of office, and has been steadily persevered in since I have been 
in charge. We have, moreover, taught our students that in 
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eclampsia labour should either be induced, or the forceps, version 
or cephalotripsy should be employed to expedite delivery. Looking 
at the results of this line of treatment, either with veratrum, or with 
chloral and bromide, with or without chloroform, I cannot say that 
the results have been very good—except in 1891, when the 
mortality was 13 per cent.—whereas, since the thyroid treatment has 
been adopted, in addition’ to morphia and saline injection, the 
mortality has only been 12°2 per cent. Forty-one cases are very few, 
I acknowledge, on which to base a line of treatment, but I am 
continuing it, and skall have probably by the end of the year 
another twenty or more cases to add to the list. 

Under morphia and saline infusion the mortality decreased, but 
it was not wholly satisfactory. The injection of saline did not cause 
any great increase in the flow of urine until after twenty-four hours 
had elapsed, whereas we have found that with 30-40 grains of 
thyroid given in the twenty-four hours, the urine after the first two 
or three doses has shown a considerable increase, ard by the end of 
twenty-four hours a very large increase has been noticed. 

The hypodermic of morphia, it has been noted, has a considerable 
effect on the child—TI allude, of course, to those cases which are some 
time in an eclamptic state before delivery, and to whom more than 
one injection of morphia has been given—the child is very somnolent, 
it breathes badly, and is often born in an asphyxiated condition, and 
considerable time has to be spent before it can be made to breathe 
sufficiently well to dilate the lungs—and not all such children are 
premature. 

We admit cases of diseases of pregnancy, and to those suffering 
from anasarca with albumen in the urine, thyroid has been given. 
It has certainly had a great effect on the secretion of urine. The 
symptoms of giddiness, and disordered vision and vomiting have 
passed away under its use, and in one case the urine increased from 
a few ounces to one hundred and twenty in the twenty-four hours. 

Whether it should be given to every case will have to be proved 
by experience, for it seems hardly likely that a patient who passes 
large quantities of urine which contains no albumen can be suffering 
from the same type of disorder as the patient who passes only a few 
ounces, black with blood and loaded with albumen. The type of 
convulsion also varies very considerably, one patient may have only 
one or two fits, she then becomes comatose and never regains 
consciousness, and dies, whereas another may have forty, and become 
conscious after each, and recover without a bad symptom. A great 
deal has yet to be learnt about this disorder, but I only wish to give 
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my experience, so far as it has gone, with the treatment with the 
extract of thyroid gland. 

From the tabular statement appended it will be seen that 27 of 
the children were born alive, and of these eight died within three 
days after birth. Fourteen children were born “ still,” and of these 
three were macerated. It is curious that in the list there is no case 
of twin birth. Of the classes of patients, 2 were Eurasians, 1 was a 
Mohammedan, and 38 were Hindus; under this last term are 
included native Christians, Pariahs, and caste people. Probably 
fewer Mohammedans resort to the hospital as it is not a “ Gosha” 
one, for I do not believe they are any the less prone to this disorder 
than the rest of womankind. Thirty-three out of the forty-one 
cases occurred among women for the first time pregnant, or 80°5 per 
cent. 

It has been remarked that most of the cases occur on dull and 
cloudy days; the reason of this is probably that as the day is cooler 
the skin does not act so well, and the eclamptic seizure is 
anticipated. We are always on the look out on a cloudy day for a 
case. It would be interesting to know whether on a more than 
usually damp and wet day these seizures are more common at home. 
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Some of the Newer Methods of Opening and Closing 
the Abdomen.* 


By E. Hastrnas Tweepy, F.R.C.P.I., 
Master of the Rotunda Hospital, Dublin. 


THERE is no more remarkable fact in the surgery of the present day 
than the want of unanimity existing as to the best method of opening 
and closing the abdomen in abdominal operations for pelvic disease. 
The propriety of a vertical incision has only recently been called in 
question. It is still the operation of election amongst British 
surgeons, but on the Continent the transverse incision has largely 
superseded it. This plan, since my appointment to the Rotunda 
Hospital in November last, I have adopted in 19 cases, and it is to 
the result of my observations in these that I now desire to draw 
attention. 

Let me first say that the transverse incision is performed in two 
ways, different, but not antagonistic, and which of the two the operator 
adopts depends entirely upon the object he has in view. If his 
purpose be to obtain the most extensive view ever yet attempted of 
the pelvic regions, he should proceed as Mackenrodt does in his very 
radical operation for uterine cancer. The skin, fascia, recti muscles 
and peritoneum are divided by a long slightly curved incision, close 
to and above the pubes; portions of the oblique muscles at either side 
will probably be also severed, and by this an extraordinarily clear 
view and extended field will be obtained in which to operate. The 
incision is a formidable one, necessitating as it does the severance of 
the muscular supports of the abdomen, the proper union of which can 
never be hoped for, a weak scar is more than likely to result, and save 
for the removal of cancer, I know of no justification for such an 
incision. If, on the other hand, the object is not primarily that of 
obtaining an extensive view, the second method will be found 
applicable, and, I believe, preferable in many cases in which a 
vertical incision has heretofore been made. In it a transverse and 

slightly curved opening is made at the margin of the pubic hair, 
through skin, adipose tissue, and sheaths of the recti. These 
structures are raised as a thick flap above and below the incision, 
from the muscles lying beneath them. The division between the 
recti can now clearly be made out, the latter are separated and the 


%* Read before the Obstetrical Section of the Academy of Medicine, Ireland, 
Friday, April 15, 1904. 
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abdomen opened in the usual manner. The advantages of such an 
incision are manifest. In the first place it runs in the direction of 
the elastic fibres of the skin, as a rule the parts fall naturally into 
position on the completion of the operation, and the fear of hernia is 
reduced to a minimum, the severed aponeurosis is, throughout the 
greater part of its course, protected by the muscles, and it is only the 
transverse slit extending between these that could by any possibility 
permit of the escape of the abdominal contents. The application of 
a few interrupted sutures, superficially placed in the muscles, 
sufficient to keep them in apposition until adhesions form between 
them and their overlying fascia, will effectually prevent the 
occurrence of hernia. The scar left after such a wound has no 
tendency to spread. It runs in the direction of the natural wrinkles 
of the abdomen, and has the added advantage of being covered by the 
pubic hair. 

I have on several occasions curved the incision to a considerable 
degree, in order to obtain more room. This I now look upon as a 
procedure to be avoided if possible, as it adds to the unsightliness of 
the scar. This method of operating should be confined to the less 
severe abdominal sections. In suitable cases, however, it 
will, I am sure, steadily gain in favour. On one occasion the fascia 
did not come easily together, and excessive strain on it had to be 
prevented by keeping the patient’s legs flexed for a few days. One 
case alone showed slight indications of a stitch abscess at the extreme 
end of the incision: the operation was undertaken for the cure of an 
old ventral hernia. It was impossible to sterilize the skin sufficiently. 
The woman suffered from a severe bronchial cough of a chronic 
character, and as a further complication a pneumonic area of dulness 
developed after the operation. Finally I may add that the incision 
does not lend itself well to the employment of an abdominal drainage 
tube. 

Hernial formation is unfortunately a very common sequela of 
abdominal operations. In no less than six instances I have opened 
the abdomen within the past four months for the relief of this 
complication. Of these, two were operations not performed in this 
country, and one of them was so remarkable that it is worthy of being 
recorded. 

The woman entered the hospital some four weeks ago, suffering 
from the effects of a former abdominal section performed eight years 
previously.On the evening of her arrival in hospital, during a fit of 
coughing her abdomen ruptured, and masses of intestines extruded 
on to the skin, the pubic hair, and sheets. A full hour elapsed before 
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an operation for her relief could be effected, but notwithstanding, I 
am happy to say, her recovery has been uneventful. 

The prevention of hernia is, I think, entirely dependent on a 
proper technique being followed in the closing of the abdominal 
wound, in the accomplishment of which the main objects should be 
strict asepsis, careful apposition of the more important abdominal 
layers, and lastly the prevention of subcutaneous hemorrhage. The 
attainment of these ends will always remain doubtful in the practice 
of those surgeons who employ the through and through suture. 

It seems to me a safe precaution to close off the peritoneum in the 
first instance, which can be very readily accomplished by means of a 
continuous suture of fine silk. This No. 2 silk is with us antiseptically 
prepared by being boiled on two occasions separated by an interval 
of twenty-four hours in 1 in 1,000 corrosive sublimate solution. The 
object sought by such preparation is to render the silk actively 
inhibitory to the growth of germs with which of necessity it must 
come in contact until such time as the phagocytic action of the 
tissues can exert their full power. Whether the posterior sheaths 
and recti muscles should be sutured is still a debatable point. For 
my part I believe such a procedure is not alone unnecessary but 
positively harmful. The union between muscular structures is 
proverbially weak, and sutures piercing at right angles to their fibres 
must impair their vitality by strangulating portions of their vascular 
and nervous supply. 

It is no doubt essential to keep the muscles in close apposition, 
and this can with certainty be done by properly suturing their 
external sheaths. To attain this end I was formerly in the habit of 
uniting the sheaths by interrupted sutures of silk-worm gut placed 
in mattress fashion after the manner advised by Kelly. This proved 
most satisfactory, and has only now been abandoned by me in favour 
of the fine continuous suture of silk, for the reason that the latter can 
be applied more rapidly. The method of suturing above described 
will almost certainly protect against future hernia, and I need hardly 
say that in bringing it to your notice I make no claim to originality. 

The closure of the skin wound I have not as yet dealt with, and it 
is in connection with this that I desire to call attention to my recently 
introduced method which, so far as I know, is novel. I pass a 
subcutaneous silk-worm gut suture immediately beneath the skin in 
the usual manner and thread either end through a perforated 
leaded plate similar to the one I now show. These plates are cut out 
of ordinary roof lead; in width they measure about two inches, while 
their length is made to correspond to that of the incision. The lead 
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can be perforated opposite the ingress and egress of the suture by 
means of a strong surgical needle. Through these the ends of the 
suture are passed, and having been drawn taut are tied together over 
the plate. The plate should be sterilised, and both it and the skin 
be in a perfectly dried state before its application. Aseptic dressings 
are placed over the plate, and an abdominal binder applied in the 
usual manner, the parts being left undisturbed for fourteen days. 
On the expiration of that time the dressings can be removed and will 
be practically unstained. The suture is now cut and the leaden plate 
lifted off. It does not adhere to the skin, but will be found to act 
after the manner of a smoothing iron in procuring exact apposition 
of the opposing edges, and preventing over-riding of surfaces. The 
plate affords a ready means of preventing the suture slackening, and 
does not permit the wound to pucker. Moreover, I feel convinced that 
the lead itself exercises a favourable influence on the healing process, 
for I cannot otherwise account for the perfection of the scar. 
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Separate Existence in the Child. 


By Srantey B. Arxrnson, M.A., M.B., B.Sc., of the Inner Temple, 
Barrister-at-Law. 


A CHILD is not born alive in law, and consequently cannot claim the 
rights of a subject of the King, until it has exhibited a separate 
and independent existence after complete extrusion from the body 
of its mother. This expulsion does not also imply the delivery of 
the paraphernalia of the foetus, nor need these be disconnected, for 
the legal consummation of birth. Postnatal separate and independent 
existence in law has been variously defined. Lawyers have demanded 
proof of, at times, the mere physical separation of the body of the 
surviving child from the body of the mother; at times, the postnatal 
functional independence of the child’s circulation; at times, the 
cessation of foetal apnea by the establishment of respiration after 
birth. These conflicting views may be explained by the crudity of 
much pristine forensic physiology, notably with reference to the 
relation between the maternal and fetal blood systems. In 1688 
Queen Mary d’Este is reported to have exclaimed, at the birth of her 
ill-starred prince: “O Lord! I don’t hear the child cry! .. . Pray 
don’t part the child!” The deposition continues: ‘“ Thinking it 
dangerous to herself” (State Trials). So late as 1705 James Drake, 
M.D., emphatically assured the Royal Society that the fetal system 
was “a sort of epicycle to the main Circulation in the Mother.” In 
1901 Mr. Justice Wright was correctly reported as enunciating the 
modern test of legal separate existence: ‘“ Whether the child is 
carrying on its being without the help of the mother’s circulation.” 
It is doubtful if this view is generally adopted by the Bench.5 
Mammalian independence, as an obstetric fact, can be considered 
as a specific physiological phenomenon, quite apart from the physical 
act of birth per se. To the lay mind, perhaps, it is not so obvious 
as in the case of the young of oviparous animals. A child’s 
physiological independence occurs simultaneously with the termina- 
tion of the local symbiotic association of the collateral maternal and 
fetal, that is, uterine and placental, blood streams. Normally the 
cessation of the circulation beneath the placental site of the uterus 
is the efficient cause, this is speedily followed by le besoin de respirer 
on the part of the fetus or child. The disjunction, occasionally 
precedent to or contemporaneous with the complete birth of the child, 
is subsequent to and consequent upon the detachment of the placental 
circulation from that in the uterine walls. Usually this detachment 


- 
4 
a 
j 
we 
be 
ee 
: 
a 


540 _ Journal of Obstetrics and Gynecology 


is actual and physical, but it may be virtual and functional, as with 
a placenta adherent to the shrinking uterine site or as where there is 
a prolonged kinking or compression of the cord, a common example 
being the case where the cord is tightly wound round the foetal neck. 
The fact of obstetric separate existence is also of practical 
significance, for an accoucheur must realise that the unborn child 
may enjoy a distinct independence. The foetus must be born shortly 
after attaining this state, or, more correctly, it must be allowed to 
breathe, otherwise it will “expire.” This fact emphasises the rules 
formulated for the conduct of a labour: (a) the duration of the 
second stage must not exceed its physiological limits; (b) early escape 
of the waters is undesirable; and (c) hopeful true Cesarean extraction 
must be effected, if at all, not later than a quarter of an hour after 
the mother’s sudden decease. Conversely, if a child breathes after 
birth, it is proof sufficient that the respective circulations cannot 
have been dissociated for any length of time, that is, that separate 
existence cannot have been established for more than a few minutes; 
otherwise the child would be stzll-born (literally: unable to cry)! or, 
indeed, the child would be dead-born, if there is complete fetal 
asphyxia (literally: pulselessness, that is, circulatory stagnation). 
Much technical ability has been directed toward the elucidation of 
the macroscopic and microscopic mechanism, whereby the uterus 
separates itself from the placenta. At what exact period the 
symbiosis normally ceases is uncertain; probably little information 
would be obtained by intra-venously injecting innocent particles 
(into parturient monkeys) during the second stage of labour, 
but until the mutual relations have ceased the administra- 
tion of morphia should be cautious. An obvious corollary 
of the disruption is not always adequately enforced. Pro- 
vided that neither of the local blood-streams has become previously 
stagnant, nor the respective vascular systems completely 
thrombosed, the foetus (or child) assumes independence of the mother 
as the placenta is being physically detached by and from the uterus. 

What, then, are the available symptoms and signs (apart from a tied 

cord or a placenta palpable in the vagina) which, by interpretation, 

may indicate that a foetus or child already separately exists? Two 

very patent cases may be summarily dismissed: (a) A permanently 

pulseless cord and a continuously dumb fetal heart indicate that 

both mutual and independent vital relations have ceased ; (b) repeated 

attempts at festinant intra-maternal respiration, palpable, perhaps, 
via the applied instruments and exhibited either by movements of the 
lips and chest, or by vagitus vaginalis, may be assumed to evidence 


I 


Atkinson: Separate Existence in the Child 541 


the physiological isolation of a child hungering for air. Here Galen’s 
practical test holds: ut vivens omino spiret, et spirans omino vivat. 
Other possible indications of independence may be considered in 
greater detail. It must be continually remembered that the decisive 
act of isolation may be either on the maternal or on the fetal side, 
and that recurrent temporary periods of separate existence may 
precede the permanent independence. 


1. During labour pains, especially at the acme of the periodic 
clonicity, the applied ear discovers that the fetal heart-sounds 
diminish in frequency—a continuous and progressive diminution is of 
serious omen. “The form-restitution force” of the upper uterine 
segment (to which the placenta is normally attached), is most 
potently exerted by the circular fibres of the musculature of the 
womb. During labour, particularly after the exhibition of 
ergot, the copious blood supply carried in arteries running, 
in the main, parallel with these fibres, will be minimised. 
With each pain Hélie’s “ living ligatures” will compress the spiral 
arteries and the falciform veins coursing in the thickened wall 
beneath the placental site. Thus during these, possibly automatic, 
intermittent periods and prior to the anatomical detachment of the 
placenta, repeated brief intervals of separate existence will be forced 
upon the enwombed fetus. Temporary isolation of the fetal life 
may likewise result from a mechanical obstruction to the funicular 
blood-streams. It appears that the fetus accustoms itself better to the 
gradual and progressive than to the complete and sudden arrest of the 
symbiotic relations, and although the maternal uterine blood is never 
highly oxygenated, the numerous placental thromboses occurring in 
the later months of gravidity may also indicate a preparation for the 
child’s independent existence.? The chronic uterine arterio-sclerosis 
(associated with lead poisoning, for example) in pregnant women, 
may explain the death of the fetus and consequent abortion recorded 
in such cases. 


The legal status of an unborn living fetus within a mother met, 


at term, by sudden death, is undecided; the question might arise in 
a survivorship claim. 


2. From Hippocrates onwards the appearance of blood per 
vaginam, in a gravid woman, was regarded as the visible sign of the 
commencing separation of the normal placenta. We know now that 
this sign is, of itself, at most a rough test of the exposure of the 
placental site during parturition. Sanious “ shows,” and lacerations 
of the dilating cervix uteri, vagina, or perineum may also be thus 
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indicated. Further, abortion, in its wider sense, is not “ inevitable,” 
even where half the placenta has been separated and a consequent 
profuse ante partum hemorrhage has resulted. Indeed, the escape 
of blood is of little value as the test of the establishment of a child’s 
physiological independence. In practice, however, it may indicate, as 
in placenta previa, that the delivery must be kept under careful 
observation, as well to prevent the child’s asphyxia as on the mother’s 
behalf. The placenta once separated, in whole or in part, is never 
subsequently replanted nor reattached. With a cord of average 
practical length and a normally seated placenta, a slight but con- 
tinuous tricking of blood accompanies the separation and expulsion 
of the deciduate after-birth in the manner postulated by Matthews 
Duncan, though theoretically he claimed the process to be bloodless in 
all placental mammals. Should inevitable or artificial traction be 
exerted through the funis, or should the placenta be abnormally 
seated or adherent, the Schultze method of delivery may obtain, then 
the pent-up retroplacental blood will gush forth at the termination of 
the third stage of labour. The main flux of maternal blood is 
commonly just subsequent to the birth of the child. Classically the 
new-born. child is sanguinolentus, a matre rubens. 

3. The teleology of the “ ball-valve action ” of the foetal head and 
the lower uterine segment, after the escape of the fore-waters, has 
been highly extolled. Many unhappy results may be safely predicted 
should this hydrostatic mechanism fail. One misfortune, little 
insisted upon, though by no means of obscure importance, is that the 
rapid untimely collapse of the amniotic hydrosphere, and the 
consequent immediate fall of the normal intra-uterine fluid-pressure 
(opposing the uterine tonicity), may lead to a premature retraction of 
the healthy uterus. The early shrinking of the placental site and 
the compression of the local uterine vessels will follow. The foetus 
will be endowed with a precocious separate physiological being, even 
though the placenta should remain physically undetached in parts. It 
is this series of events, rather than the prolapse of and circulatory 
obstruction in the funis, which may render malpresentations with 
delayed delivery so dangerous to the vital chance of the fetus. Here 
are included the descent of the funis, version with extraction, 
inevitable abortion and other cases where an early escape of the 
waters has occurred. Many of these children attempt intra-maternal 
respiration to sustain their untimely individuality; in exemplifying 
vagitus vaginalis vel wterinus they may choke their air-passages with 
inspired fluids. Unless a speedy delivery of the head is then effected 
and proper attention is paid to the respiratory tract, “ still-birth,” or, 
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indeed, dead-birth will result. Fluid in the trachea is always 
suggestive when found in a newly-born dead child. 

4. Occasionally external inspection of the mother’s hypogastrium, 
during the third stage, shows the transit of the placenta from the upper 
to the lower uterine segment.? At the commencement of the third 
stage, just after the child’s birth, an area near the placental edge 
presents in the cervix uteri or in the vagina—a palpable condition 
implying a previous separation of the placenta. Caillant asserted that 
the grating sound, heard supra-pubically at the end of the second stage, 
indicates the uterine act of placental detachment; Simpson, however, 
demonstrated that the probable cause of this phenomenon was the 
folding and compression of the placenta, preparatory to its ejection 
from the uterus. The rarity of notable post partum hemorrhage 
indicates that (with a tonic uterus and a non-adherent placenta) the 
prolonged second stage, so common with primipare, where the fetal 
head reposes undelivered on the rigid perineum, proves that initiation 
of indepencence from the maternal circulatory economy may be long 
deferred, even where the child has partially quitted the uterus. The 
placenta has been found still attached, after Porro’s operation; 
possibly functional abnormality is present in these cases. i‘ 

It is conceivable in a multiple birth, that a child might be com- | 
pletely born alive and breathe, and yet not be physiologically 7, 
independent of the mother, until either the funis of Esau is tied or 
the twin Jacob is delivered. In the latter case, indeed, true twins 
may enjoy a coramon circulation, va the placenta, and for a short 
time may resemble double monsters. 

To sum up: a child’s true separate existence commences with the 
isolation of its circulation. Normally this isolation appears to be 
effected by the establishment of respiration on the fetal side, or by the 
shrinking of the placental site on the maternal side. Each of these 
events may occur before the placenta is wholly physically detached. 
The child may attain complete independence before even partial 
birth. These considerations affirm the learned comments of many 
judges: how easy it is to terminate the physiological separate 
existence of an unborn human being, a potential man, without 
committing a technical homicide, or even without procuring, 
if the birth is not accelerated, an abortion; how difficult it 
it is to prove that such a post-natal separate existence has 
obtained in such cases.6 It is homicide, in Germany, to 
kill a living foetus which is at all apparent at the vulva. With 
us, the foetus during a brief intra-maternal phase, may enjoy a 
real, because physiological, separate existence. It is, however, 
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unprotected, for it has not yet been born alive—it is not “ a reasonable 
creature in being and under the King’s peace,” and therefore cannot 
be technically the subject of murder.* “It stands between the dead 
and the living.” 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


The Results of Induction of Labour, with Special Reference to 
the Fate of the Child. 


Lorry. Archiv fiir Gyndkol., 1904. Bd. 71, Heft 2. 


In a work on the treatment of contracted pelvis, published in 1901, 
Krénig stated that the induction of premature labour in contracted 
pelvis was quite unjustified, as the risks incurred by the child were 
greater than those involved in delivery at term. The present writer 
endeavours to restore the reputation of induced labour by the 
analysis of material from the records of the Halle klinik. He deals 
with 100 inductions of labour in 82 women with contracted pelvis. 
The operation was done four times for one woman, three times for 
two women, and twice for eleven women. The true conjugate in the 
82 women averaged 8'lem. Of the 100 children, 74 were born alive 
and 26 dead. Of the 74 living children 14 died within ten days, so 
that 60 per cent. of the children were discharged from hospital alive. 
This appears to be a large mortality, but the author points out that 
the mortality of previous labours in the same women was much 
larger. The 82 women in question had had 207 children, ten of these 
by means of induction and one by Cesarean section. Subtracting 
these 11 children, there were 196, of whom 43 were delivered alive 
and 153 dead—a mortality of 78 per cent. as compared with 40 per 
cent. after induction. Therefore the children who survived prema- 
ture birth are about three times as numerous as those who survived 
delivery at term in these 82 women. 

The writer compares these figures with those of thirteen other 
authors, whose cases total 671 induced labours with living children 
in 66°5 per cent., and 802 labours at term with living children in 
only 32°9 per cent. 

A table is given showing that operative delivery greatly increases 
the mortality of the children in induced labour. Another table shows 
that the mortality rapidly grows as the pelvic contraction becomes 
more pronounced (22 per cent. in c.v. above 8cem.; 59 per cent. in c.v. 
under 8cm). The conclusion is that induction of labour is not to be 
performed when the conjugata vera is below 8cm. ‘The dates of 
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induction are next tabulated, and show the most favourable results at 
the 36th, 37th, and 38th weeks. The operation should never be done 
for pelvic contraction earlier than the 36th week. 

The subsequent fate of the children is next considered, as was 
urged by Spiegelberg many years ago. In order to ascertain whether 
premature children have a fair chance of survival after leaving 
hospital, the writer obtained information about 56 of the 60 children 
discharged from hospital. Of these, 40 survived the first year of life, 
1.e., 71°5 per cent. of those discharged livng. Of the 56 children, five 
were illegitimate, and one of these was murdered, the others being 
“baby farmed.” Excluding these five cases, only 11 of 51 children 
discharged alive died during the first year. This equals a mortality 
of 215 per cent. But the average infant mortality in the town of 
Halle during the first year is 24 per cent. Therefore the children in 
Halle discharged from hospital after induced premature labour have 
actually a better chance of life (if the children of married people) 
than the ordinary full term children born in the same town. The 
results of eight other authors are quoted. Their united figures show 
that of 356 children discharged from hospital 97, or 27°25, died 
during the first year. Amongst the causes of death during the 
first year, position and operation at delivery play no part, while the 
date at which labour was induced seems of considerable importance. 
The main influence on the subsequent fate of the children appears 
to be exercised by feeding. The breast-fed had an immense 
advantage over those artificially nourished. The conclusion is that 
premature birth but seldom injures the child, and that Zweifel was 
absurdly wrong in stating that of 100 premature children scarcely 
one is alive at the end of a year. 

The writer shortly describes the results to the mothers, complica- 
tions and methods employed; and goes on to consider a group of 
37 cases in which labour was induced on account of maternal disease. 
Only 15°8 per cent. of these children lived more than one 
year. The causes of this high mortality are found in the poor 
conditions determining the development of these children and 
in their consequent lack of vitality. The paper concludes with 
a consideration of the management of cases in which labour 
is induced on the mother’s behalf. The writer has completed 
Sarwey’s table of the results of induction of premature 
labour in general. The total number of cases thus analysed is 2,135, 
with a maternal mortality of 1°9 per cent.; while 59°5 per cent. of the 
children were discharged living. Several of the writers quoted 
in this table give figures showing the number of their cases in which 
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children survived more than a year. These show, on addition, that 
of 370 children discharged from hospital 242 survived the first 
year of life. 
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W. E. Foruercitu. 


Fecundity and Uterine Fibroids. 


Hecror Trevs. Bulletin de la Soc. d’Obstét. de Paris, February 
18th, 1904. No. 2. 

From an elaborate analysis of all the cases of uterine fibroid which 

he has seen, Treub draws the following conclusions : — 

The presence of uterine fibroids has an influence on fertility 
in two ways: (1) the chances of conception are lessened; (2) the 
chances of premature expulsion of the ovum are increased. He 
thinks, however, that this influence is very slight and that the 
common opinion to the contrary is erroneous. His experience leads 
him to agree with Hofmeier (Zeits. fiir Geburts. und Gyndkol., 
xxx., 1894, p. 199, and Berlin. klin. Wehnschr., 1896; No. 43), 
that the relationship between uterine fibroids and sterility is 
very slight. On the other hand, he thinks that a premature failure f 
of the reproductive function favours the occurrence of uterine fibroids : 
and may even be the most important factor in producing them. ' 


G. Drummonp Rosrnson. 


Eclampsia Gravidarum and Bossi’s Method. 


Worrr (F.). Zentral. fiir Gyndkol., 1904. No. 15. 


Tue writer recalling the well-known Ahlfeld-Westphal discussion on 
vaginal Cesarean section for eclampsia reminds his readers that 
Westphal put in a disclaimer against accowchement forcé by Bossi’s 
dilator, and Ahlfeld was shy of recommending it. On the other 
hand, Wolff records his experience of a successful case in which he 
saved the patient’s life by means of this instrument. He was suddenly 
summoned to see a woman, aged 28 years, who had previously had one 
child. He found the patient at the end of the eighth month of 
pregnancy suffering from eclamptic fits. Fifty fits had been counted 
before his arrival. She was profoundly comatose. The urine was 
rendered solid by boiling. All muscles were in a state of tonic 
contraction; breathing was stertorous; the patient was deeply 
cyanosed. The pulse was small, beating 140 to the minute. The 
fetal heart sounds could not be heard. The child lay in the first 
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vertex position. The os was closed, the cervix drawn up. There 
were no labour pains. During the time of making these observations 
the fits continued and the pulse became imperceptible. Under 
chloroform the closed blades of Frommer’s modification of Bossi’s 
dilator were introduced as far as the internal os uteri. Dilatation 
was gradual; in twenty-five minutes the os was 10cm. wide; there was 
no tearing. The instrument was removed and a dead child was easily 
delivered by turning. The placenta soon followed by Crédé’s 
method. The uterus contracted well; there was no hemorrhage. 
Then it became evident that there was a tear on the left side of the 
cervix, but it did not extend to the vaginal fornix. Ergot was 
injected, and the patient put back to bed. After delivery the fits 
became less severe and less frequent, then ceased completely. Next 
day the patient recovered consciousness and could swallow. There 
was no hemorrhage. The temperature kept normal. On the second 
day after operation the patient’s intellect was clear, and the remainder 
of the puerperium was normal. A month later, on examination, the 
urine was still found to contain '/, albumen, and there was a deep 
tear felt in the left side of the cervix. 

The child might have been saved had the operation been 
performed earlier; the turning and delivery were so rapid that the 
foetus could not have been destroyed during the operation. The 
whole procedure was very easy from beginning toend. The tear was 
not greater than so frequently happens in spontaneous delivery ; it 
was caused by the extraction and not by the dilator. This operation 
was done in the country without assistance, and it is in such cases 
that it is to be preferred to vaginal Cesarean section, but the writer 
seems to prefer the latter as a more rapid means of delivery in 
hospital practice. The only drawback to the use of Bossi’s dilator is 
the risk of tearing the cervix, and the writer claims that this can 
always be prevented by very gradual dilatation. 

CuTHBERT LOCKYER. 


Nephrotomy for Eclamptic Anuria. 


(Aubert). Zentral. fiir Gyndk., 1904. No. 15. 
A MULTIPARA, aged 31 years, was delivered on December 28rd, 1903, 
by vaginal Cesarean section. There were three eclamptic fits followed 
by coma previous to delivery. The bladder contained a very small 
amount of blood-stained urine, and the temperature remained normal. 
After delivery a slight fit occurred and the coma subsided to a degree, 
but returned again. In spite of subcutaneous infusion of two litres 
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of Koch’s solution, and administration of coffee and camphor, and 
although the heart’s action was good, there was almost complete 
anuria. Diaphoresis had no effect. Forty hours after delivery the 
patient died suddenly in a state of coma, without other fits. The 
temperature reached 38°4°C an hour before death. 

At the autopsy, the right kidney was found to be enlarged, and 
blue-black in colour. The capsule was smooth and stretched, the 
renal pelvis and ureter were dilated. As the fibrous capsule was 
incised it became forcibly retracted, and the parenchyma sprung out 
through the cut in a remarkable way, showing that it had been held 
within its capsule under great tension. The left kidney was only 
half as large as the right, and the capsule was normal. Sippel con- 
sidered the condition of the right kidney as one of renal glaucoma, 
resulting from pressure on the ureter at the brim of the pelvis. This 
sets up secondary venous stasis in the corresponding kidney, and then 
anuria results from intense intracapsular pressure. The writer 
suggests that it would be possible in such a case to split the capsule 
of the engorged kidney, and by thus relieving tension to restore the 
circulation and the secretive function of the organ, and as a natural 
consequence overcome the sympathetic suspension of function in the 
opposite kidney. 


Curuspert LocxyeEr. 


A Case of Vaginal Czsarean Section for Placenta Previa; 
Remarks on the Technique of the Operation and its Relation 
to other Methods of Dilatation. 


Diurssen (A.). Zentral. fiir Gyndkol. 1904, No. 18. 


Diurssen says vaginal Cesarean section ought not to be classed with 
accouchement forcé, because in the latter the dilatation produced is 
inadequate, and thereby the delivery may end in fatal rupture of the 
uterus; this can never happen after the necessary incision into 
vagina, cervix and possibly into the lower uterine segment, such as 
is carried out in vaginal Cesarean section. The writer is so sanguine 
as to the claims of this operation for a place amongst classical 
obstetric operations that he says it will soon be necessary for every 
author to devote a chapter to its description in books on midwifery. 
Diihrssen claims that the technique is so safe that no death should 
ever result therefrom. The operation is specially indicated in 
eclampsia and has already passed the stage of “interesting 
experiment”? (the italics are Diihrssen’s, who recommends emptying 


the uterus by one of the approved methods after the first fit). 
37 
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The writer classifies vaginal Czsarean section as (i.) radical, 
(ii.) conservative. The radical operation consists in splitting the 
cervix, and, if need be, the lower uterine segment, and after delivery 
the operation is completed by a vaginal hysterectomy; the operation 
in fact that is performed for pregnancy complicated with carcinoma 
cervicis. The conservative operation is only concerned in emptying 
the uterus, and the following is an example of its being carried out: 

The patient, aged 30, a V-para, commenced to lose in the 
second month of her sixth gestation, and this hemorrhage could not 
be checked. A laminaria tent failed to dilate the cervix properly, 
and vaginal Cesarean section, by means of anterior hysterotomy, 
was eventually performed in the fifth month. After fixing the portio 
with two side ligatures—of which the left one cut out during 
the operation—a sagittal section was made through the anterior 
vaginal wall and cervix; the bladder never came into view and was 
never pushed up. Two fingers were passed into the cavity of the 
uterus, and a fetus 20cm. long withdrawn. Then a placenta previa 
was removed. Sharp hemorrhage followed, for which the cavity was 
firmly packed with gauze. The cervix was sewn up with nine thick 
catgut sutures and the vaginal wall with a continuous suture of the 
same material, but so as to leave a small space for drainage with 
iodoform gauze. The vagina was finally packed with gauze. 
Recovery was perfect. Diihrssen states that the operation of vaginal 
Cesarean section has been performed about 100 times, and says that 
statistics speak for its relative safety. If properly carried out it is not 
more dangerous than other obstetric operations, and the writer claims 
that the special indication for its performance is eclampsia. In the 
delivery of fully-developed foetuses—at term—the writer recommends 
splitting of the posterior as well as anterior cervical wall. Another 
adjunct of the operation is perineal incision when a rigid narrow 
vagina demands it. 

Curusert Lockyer. 


Czsarean Section and Difficulties in Labour as a Result of 
Ventro-fixation and Suspension. 


Lyncu. Monats. fiir Geburts. und Gyndk. Bd. xix., Heft 4. 
AutTHouGH ventro-fixation of the uterus is generally supposed 
to be a harmless proceeding, and although labour often proceeds 
without difficulty after its performance, yet cases of difficult labour 
do occur, and serious complications sometimes arise after it. Also it 
must be noted that difficulties in labour have followed the suspension 
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operation, because by some fault in the technique a true fixation 
instead of a mere peritoneal suspension has been the result of the 
operation. The following two cases are good examples of these 
difficulties : 

The first case was that of a negress, aged 25, who had had three 
children, and on account of ovarian pain, backache, etc., had had 
the left ovary removed. One month later, as the symptoms were 
no better, the uterus was fixed to the abdominal wall, and as it turned 
out she was already pregnant at the time. On admission later to 
the Johns Hopkins Hospital, Baltimore, on account of great pain 
in the scar, swelling of the legs, and cough, she was found to be 
eight months pregnant, and the fundus uteri apparently was held 
down to the scar by a strong band. Per vaginam the cervix was 
very high up, and the pelvis was generally contracted with a true 
conjugate of 9em. As pregnancy went on the abdominal scar became 
more and more depressed and exceedingly painful. When labour 
commenced the dilatation period was very long, and after powerful 
contractions for 15 hours the cervix only admitted two fingers. 
Eventually the cervix was manually dilated by Harris’s method, and 
a living child extracted by version. The puerperium was normal, 
but the painful scar and general pains complained of were in no 
way improved, so nine weeks later the scar was excised, the uterus set 
free and the wound closed in layers. Some weeks later the patient 
was much better, and was able at last to resume her household work. 

The second patient had had nine children, and on account of 
pelvic pain and (apparently) prolapse, the uterus was suspended to the 
abdominal wall; two ligatures only were used. The patient became 
pregnant, suffered great pain in the abdomen and had great retraction 
of the scar. The uterus appeared curved in such a way that the 
fundus was fixed to the scar, and the cervix was so drawn up 
posteriorly that it was lying on a level with the 4th lumbar vertebra. 
When labour commenced it was seen that delivery per vias naturales 
was impossible, and so after some delay (caused by the patient) 
Cesarean section was performed. It was then found that the 
enlargement of the uterus was at the expense of the posterior wall, 
the anterior, fixed by a thick scar, lay over the pelvic inlet. After 
division of this scar the uterus was drawn out, incised, and twins 
delivered. There was but little bleeding, but the uterus contracted 
badly at first. Although the bowels acted on the third day and there 
was no obstruction or peritonitis, the patient never slept, took very 


little food, and died 53 days after the operation. No peritonitis or 
sign of infection was found. 
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These two cases illustrate very well the difficulties which have 
been described as following ventro-fixation, among which most 
noticeable are :—Great retraction of the scar, constant hypogastric 
pain, dislocation of the cervix, thick scar tissue and hypertrophy of 
anterior uterine wall, great stretching of posterior wall of uterus. 
As a result of these, such difficulties as undue length of labour, 
rupture of uterus, abnormal presentations, post-partum hemorrhage, 
retention of placenta, etc., occur. Nearly all the serious difficulties 
have occurred where the uterus has been firmly sutured to the 
abdominal wall, not in cases where the uterus has been stitched to 
peritoneum only, so as to form an extra ligament as it were. But 
even in these latter cases the operator is sometimes disappointed in 
his efforts, because firm fixation may even then result, as in the 
second case. With regard to treatment in such cases three courses 
appear to be open, either to deliver by induction of premature labour, 
or to free the adhesion by laparotomy, or to perform Cesarean 
section—either the classical operation, or Diihrssen’s vaginal 
operation. The first-mentioned has a very limited field of usefulness, 
and may even be impossible. To set free the uterus is only possible 
if symptoms arise early in pregnancy before there is great stretching 
of the posterior wall and other malformations of the uterus. On the 
whole, the author considers that the classical Cesarean section, at the 
onset of labour, without previous attempts at delivery per vias 
naturales will give the best results. 

Tuos. G. STEVENS. 


Hysteropexy considered from the point of view of its Influence 
upon Subsequent Pregnancies. 


Our. Annales de Gynécol. et d’Obstét., April, 1904. 


THE author considers in detail the results of ventral and vaginal 
fixation of the uterus on subsequent pregnancies. His contentions 
are therefore of considerable interest. With regard to ventro-fixation 
(or anterior abdominal hysteropexy), the first point touched upon 
deals with the duration of pregnancy should this occur subsequent to 
the operation. Authors appear to differ largely upon this, some 
condemn the operation, since it often leads to abortion or premature 
labour, others, on the contrary, think that this rarely occurs. 
Demelin observed 112 pregnancies following abdominal hysteropexy. 
In 20 cases either abortion or premature labour occurred (17 per 
cent.). Noble reports on 56 pregnancies after 808 operations practised 
in America, abortion occurring in four cases (7 per cent.). Kustner 
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quotes 98 cases of pregnancy following hysteropexy, in 15 of which 
abortion or premature labour occurred. Oui does not consider that — 
the utero-parietal adhesions are responsible for all cases of abortion, 
since albuminuria, syphilis, or some other accidental complication 
may play a part. Nevertheless, the injurious influence of adhesions 
is well known. Gottschalk reports an interesting case where, after 
two abortions following hysteropexy he broke down the adhesions 
under chloroform, and in a subsequent pregnancy the patient went 
to term. Olshausen, Saenger, Sinclair, Laroyenne and others quote 
cases where the first pregnancy following the hysteropexy has ended 
in abortion, and the second has gone to term, probably due to 
absorption or stretching of the adhesions. On the other hand the 
observations of many others prove that even complete fixity of the 
uterus is perfectly compatible with the normal evolution of 
pregnancy. In some cases although adhesions play a considerable 
part in causing abortion, the author thinks that the involvement of 
vascular or nerve areas by the sutures used in the operation may be 
to blame, whether buried or not, though the former give rise to the 
firmest utero-parietal adhesions. 

Probably adhesions that interfere with the regular develop- 
ment and enlargement of the uterus are serious factors in the 
causation of abortion, especially if the uterus is fixed low down or 
if the sutures involve the fundus itself. 

The effects of hysteropexy on the presentation of the foetus are 
also of interest—possibly the whole question depending upon the 
abnormal lifting up of the uterus itself by the operation and 
leading to irregular development. In many cases quoted in which 
the fundus was fixed to the anterior abdominal wall the anterior 
uterine wall during pregnancy was noted to be hypertrophied 
and thickened, while the posterior became stretched and thinned. 
So great is this thickening of the uterine wall that Oui compares it 
in its action to a fibroma obstructing delivery. It is also probable 
that the extreme anteversion of the uterus after hysteropexy may 
be a cause of malpresentation. 

Hysteropezy and difficult labour. The statistics of Bidone give 
the history of eight subsequent pregnancies. Of these six 
went to term, two were spontaneously delivered, and a third by 
perforation of the aftercoming head. Three ended in Cesarean 
section; one mother died and two children. On the other hand, 
other statistics give better results, particularly those of Schwartz, 
Richelot, Dickenson, MacLean, Grandin, Wells, and Heinricius. 

A factor of importance in causing difficult labour is the upward 
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displacement of the cervix. In one case Milander was unable to 
introduce a Ribes’s bag into it during labour. Olshausen, 
Noble, Norris, and Wegener also quote cases where they were unable 
to reach the cervix at all during labour without chloroform. Factors 
already noted such as the irregular development of the uterus, the 
obstruction at the brim due to hypertrophy of the anterior wall of 
the uterus, early escape of the waters, displacement of the cervix, 
and abnormal presentation may also lead to rigidity of the cervix, 
and consequently to difficult, instrumental, or obstructed labour. 
For such conditions forceps, version, incisions in the cervix, and 
even Cesarean section have been found necessary. Oui has collected 
12 cases in which the latter operation has been performed in 
pregnancies following hysteropexy. In a case of this sort quoted by 
Dickinson there was not only elevation and anteversion of the 
uterus, but marked torsion, so that the incision at the operation was 
found to cross the fundus and posterior uterine wall diagonally. 
After removal of a tumour torsion of the uterus has been caused 
in some cases by fixation of the stump of the tube to 
the anterior abdominal wall. Another serious result in labour is 
rupture of the uterus. In the cases quoted fixation of the fundus 
had been performed, and the rupture occurred in the thinned out 
posterior wall. 

Following labour, retention of the placenta and post-partum 
hemorrhage had been observed. In Guerard’s case the adhesions 
prevented the proper uterine retraction, and abdominal section had to 
be performed in order to break them down before the uterus 
would contract. The bleeding then ceased. Oui remarks that it is 
quite possible that in a large number of cases hysteropexy may have 
no effect upon the evolution of the uterus or the course of pregnancy, 
but as Pinard remarks, “ all abdominal hysteropexies do not give the 
same results, and have not the same consequences from the point of 
view of subsequent pregnancies and deliveries.” 

Probably the most dangerous cases have resulted from fixation of 
the fundus, hence Oui insists on the introduction of the sutures in 
hysteropexy through the anterior uterine walls below the line of 
insertion of the tubes, and that they shall not include too large a 
portion of the uterine surface. 

Next turning to vaginal hysteropexy, abortion seems to be more 
frequent than in abdominal fixation. Difficult labour seems to be 
fairly common due mostly to early rupture of the membranes, 
exaggerated anteversion of the uterus, and displacement of the cervix. 
Oui asserts that difficult labour is more frequent in vaginal hystero- 
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pexy than in abdominal. Consequently the occurrence of difficult 
instrumental delivery is more frequent, Cesarean section being 
necessary in eleven cases between 1895 and 1903. Fixation of the 
fundus to the vaginal wall results in extreme anteversion and leads to 
the most serious results in pregnancy, and although from an 
operative point of view, as far as the uterus is concerned, hysteropexy 
either abdominal or vaginal seems an excellent operation for the 
cases of prolapse or retroversion, yet it is an operation not to be 
lightly undertaken, and should be limited rather to those cases where 
subsequent pregnancy is improbable or out of the question. 


C. Husert Roserts. 


The Changes in the Uterine Mucosa in Ectopic Pregnancy. 


CazEaux. Annales de Gynécol. et d’Obstét., February, 1904, p. 85. 


THE author points out that the various changes observed in the 
uterine mucosa during the course of an ectopic fetation are of a 
mixed nature, but agrees with Pozzi that they are due to trophic 
phenomena of a reflex or sympathetic nature analagous to those 
occurring in the breasts. Cazeaux considers the question under 
three separate headings, (a) the uterine mucosa during the course of 
a growing ectopic fetation; (b) in the case of hematosalpinx where 
the tube was gravid; (c) the decidua after its expulsion. 

The uterine mucosa during the course of a growing ectopic 
pregnancy. ‘Two cases were studied by the author. In the first the 
patient was a primipara, et. 30, who died of intra-peritoneal 
hemorrhage due to rupture of a tubo-uterine pregnancy on the left 
side. The second case occurred in a multipara, et. 45, who died 
from intra-peritoneal hemorrhage due to rupture of an ampullary 
tubal pregnancy on the right side. A careful histological examina- 
tion was made in both these cases of the uterine wall with the mucosa 
in situ. Full histological details are given, and the author remarks 
on the distinct differences seen under the microscope in the two cases, 
for while in the first, three distinct layers of the decidua existed 
(the compact, ampullary, and glandular), in the second no such 
distinction could be made out. Again, in the first case the marked 
vascularity of the stroma was very evident (extravasation and 
engorged capillaries), while in the second only a few blood-vessels 
existed. Lastly,dilated glandular tubes in the first case were very 
evident, while these were almost wanting in the second and were 
much compressed. Possibly the site of the implantation of the 
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ovum and the duration of its development explained these differences. 
Cazeaux refers to two cases reported by Dobbert, one by Conrad 
and Langhans, and one by Abel, and concludes from his own observa- 
tions and from the cases quoted that in every extra-uterine pregnancy 
a profound modification of the uterine mucosa occurs during the 
growth of the ovum but that the changes may vary considerably. 
The reaction appears to be more marked according as the implantation 
of the ovum in the tube approaches the uterus. The intense 
congestion of the hypertrophied mucosa and the interstitial 
hemorrhages noted, easily account for bleeding of uterine origin 
which occur in such cases, or which may be caused by digital or 
instrumental examination. 

The uterine mucosa in cases of hematosalping due to a gravid 
tube. Sections of the uterine mucosa in cases of this kind show 
changes exactly like those described as occurring in chronic glandular 
endometritis. Cazeaux remarks that it is impossible to say whether 
there is a definite glandular hyperplasia, the condition being rather 
one of hypertrophy. 

Examination of extra-uterine casts. Such casts, as is well known, 
are usually expelled either entire or in fragments during the early 
months of extra-uterine pregnancy. Expulsion of the cast is not 
necessarily associated with the death of the ovum. Sections of the 
uterus after expulsion of such casts show the separation to occur in 
the glandular layer. After an elaborate review of the subject 
Cazeaux concludes that the expulsion of a membranous sac forming 
a cast of the uterine cavity is not constant during the evolution of 
an ectopic pregnancy, nor does its expulsion necessarily mean that 
the ovum should perish, though in many instances this is the case. 
Finally, the cast itself consists of the much-altered superficial layer 
of the uterine mucosa, and when shed, the separation occurs in the 
middle portions of the ampullary layer. 

C. Husert Roserts. 


Bilateral Tubal Pregnancy. 


JAyYLE and Nanpror. Rev. de Gynécol. et de Chirur. Abd., March 
and April, 1904. No. 2. 


Tue writers report a case of bilateral tubal pregnancy, and give 
abstracts of 27 other similar cases which have been recorded. The 
first of these occurred in 1595. From a study of these cases the 
following conclusions have been drawn :— 
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1. Bilateral tubular pregnancy is not so rare as is generally 
thought. 

2. Diagnosis is impossible in some cases, but presents no great 
difficulty in others. 

3. Nearly all the women who have had bilateral tubal pregnancy 
have previously had normal pregnancies. 

4, The co-existence of two foetuses at the time of surgical inter- 
vention has only been noted ten times in 28 cases. 

5. Conception has never occurred simultaneously in the two 
tubes. 


G. Drummonp Rostnson. 


Ovarian Pregnancy. 


Kanrorowicz (Lupwia). Sammlung klin. Vortrége (Volkmann), 
No. 370. 


Two cases of ovarian pregnancy in the author’s practice are recorded. 
These conformed to the criteria laid down for this form of ectopic 
gestation, z.e., (1) the ovary was involved in the sac; (2) the sac was 
intimately connected with the ovarian ligament; (3) the Fallopian 
tube, fimbriz and infundibulo-pelvic ligament of that side were quite 
separate. The tube showed no signs of decidual reaction, the ovarian 
stroma only being affected. In neither of the specimens could any 
evidence of chorionic villi or other foetal remains be discovered, so 
that the presence of decidual cells in the ovarian stroma was the 
only proof of pregnancy having occurred. The author feels that 
this is the weak link in the evidence, but argues that these cells 
cannot be other than decidual. That they are not lutein cells is 
shown by their containing glycogen and by the absence of fat and 
pigment. Further, the clinical history pointed strongly to extra- 
uterine pregnancy, and in other cases of ovarian pregnancy (Wyder) 
only decidual cells were present. Evidently hemorrhage into the 
ovum took place during the first month, leading tu absorption of the 
embryo and leaving only the decidual cells in the ovarian .stroma 
as microscopic evidence of the occurrence of gestation. In the light 
of the criteria laid down for proving ovarian pregnancy, the author 
has collected all the cases he could find in the literature, and has 
grouped them in three classes—(1) undoubted, consisting of 19, 
including his own two; (2) probable, 10 in number; and (3) doubtful, 
14 in number. Short notes and criticisms of all these collected cases 
are given, but judging from the references, many of them are not 
from the original papers, but from abstracts, so that the classification 
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cannot be considered of any value. Croft’s specimen is the only — 
British one he acknowledges as undoubted; Mayo Robson’s, Gilford’s 

and Oliver’s he classes as doubtful. Anning and Littlewood’s 
specimen he has overlooked, and only two American cases—Cunna’s 
and Mann’s—are included in his list; the undoubted example 
recorded by Thompson he has missed. However, in spite of the 
incomplete and superficial way in which this paper has been prepared, 
it may prove useful to those investigating the question of ovarian ° 
pregnancy. 


J. S. Farrparrn. 


GYNAECOLOGY. 


The Justification of Vaginal Total Extirpation in Uterine Cancer. 
Scnavta (F.). Monats. fiir Geburts. und Gyndak. Bd. xix., Heft. 4. 


As a contribution to the vexed question of vaginal hysterectomy 
versus abdominal hysterectomy for cancer of the uterus, this paper 
is most important. The author is an adherent to the vaginal method, 
with the increased facilities for complete removal of the parametric 
tissues which Schuchardt’s para-vaginal incisions give. If the 
abdominal method gives an opportunity for complete removal of the 
primary growth and infiltrated glands, if any, then it cannot be 
compared with the vaginal method, as this latter gives no means of 
removing glands at all. On the other hand, if all infected glands 
cannot be removed, even by the abdominal method, then it cannot 
be considered radical, and the question must be decided by the 
consideration as to which method allows of the most complete 
removal of the parametric tissues. In the first section of the paper 
the author quotes most divergent views from various sources as to 
the percentage of cases with glandular metastases and the time at 
which these occur. In order to arrive at some conclusions on these 
points he made careful examinations of 60 bodies the subjects of 
uterine carcinoma. In these altogether 1,182 glands were examined 
by most careful serial microscope sections, about 160,000 sections 
being examined. Of these glands 271 were found to be carcinoma- 
tous, and a table is appended showing their distribution. The 
affected glands comprised six categories, of which the first two, the 
sacral and iliac series (the first series), may be said to be operable 
as far as the abdominal method is concerned. Those of the second 
series, the lumbar glands (on either side of the aorta from its 
bifurcation to the renal arteries) and the celiac glands above the 


q 
i 


Current Literature: Gynecology 559 


. renal arteries, are most certainly not operable in any complete sense, 

if their removal can even be attempted at all. The superficial and 
deep inguinal glands form another series, but are seldom affected in 
cancer of the cervix. The cases fall into four groups according to 
the glands affected. The first group, 26 cases, no carcinomatous 
glands, either in the first or the second series, 43°3 per cent., and of 
these only eight could be called operable. In the second group, 
eight cases, 13°3 per cent., carcinomatous glands in the first series, 
none in the second; all of these were inoperable cases. Third 
group, glands of the first series free, those of the second series 
carcinomatous, five cases, 8°3 per cent., all inoperable. Fourth group, 
glands in both series carcinomatous, 21 cases, or 35 per cent. If the 
primary growths had all been operable, there were among these cases 
29 in which some of the glands could have been removed, but in only 
eight cases were these glands limited to the first series, or 13°3 per 
cent. So that removal of sacral and iliac glands in the other 21 cases 
would have been quite useless, because the glands of the second series 
were already infiltrated. Other interesting points came out from 
the consideration of the microscope sections in these cases, such as 
the fact that large hard infiltrated glands are frequently not 
carcinomatous, while the very smallest glands may be infiltrated 
with growth. Also that carcinomatous nodules may be found 
in the connective tissue and lymph spaces, and even in veins 
between the glands, as well as in the glands themselves. Another 
point of much importance is the fact that carcinomatous glands 
secondary to uterine growths may long remain encapsuled, may lie 
latent for long periods or even undergo complete necrosis after 
removal of the primary growth. Finally, the fact that by far the 
larger percentage of recurrences are local and not glandular, as 
shown by Winter and others, leads the author to the conclusion that 
on anatomical grounds the abdominal method offers little, if any, 
advantage over the vaginal, seeing how utterly impossible it is, even 
in such a small percentage of the cases as 13 per cent., to remove all 
infiltrated glands. If, then, the abdominal method offers no great 
advantage as far as removal of glands goes, can it offer any 
advantage in the extent to which the parametric tissues can be 
removed? Schauta describes the technique he employs for the 
freeing of the ureters by Schuchardt’s para-vaginal incisions, and 
shows, as others have done, that the base of the broad ligament in 
this way can be removed up to the periosteum of the pelvic bones. 
When the parametric tissues are free to begin with, the mere 
separation of the bladder from the uterus, if the upper and outer 
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corners are carefully separated, lifts with the bladder the ureters 
away from the base of the broad ligaments. If the parametric 
tissues are at all infiltrated a more careful dissection of the ureter 
is necessary, but can still be done quite well from the vagina. By 
the abdominal route the operator cannot do more than remove the 
broad ligament as far as the pelvic wall, and if it is a fact that the 
ureters are as easily seen and set free from the vagina, then it would 
appear that the vaginal method is as complete in this respect as the 
abdominal. There can be no doubt that the vaginal method under 
all circumstances is attended by a less immediate mortality than the 
abdominal method. After giving statistics of his own operations, 
which show an immediate mortality of 12 per cent. in 91 cases, 
the author concludes that the vaginal is the route of choice, but 
that after all, as everyone of experience has concluded, that early 
diagnosis is the most important means of improving our chances of 
curing uterine cancer by radical operations. 

Tuos. G. STEVENS. 


The Result of “a Fight against Cancer” in East Prussia. 
Winter (G.). Zentral. fiir Gyndkol., 1904, No. 14. 


Winter’s whole-hearted attempt to diminish the death-rate from 
cancer of the uterus is already probably well known. He now gives 
us his results for the year 1903. His plan of campaign was as 
follows:—At the end of December, 1902, and at the beginning of 
January, 1903, he issued a brochure to every doctor in East 
Prussia, also a flyleaf to all midwives in the provinces, and at 
the same time published in the most popular newspapers “a word 
of advice to womankind.” In addition to this he wrote to all the 
operating gynecologists asking them to keep a register of their cases 
of cancer of the uterus. The result was that at the beginning of this 
year he was provided with details of 84 cases of this disease. The 
advice given to medical men was to make internal examinations in 
all suspicious cases. Midwives were urged to take cases to doctors to 
be examined, and the public were informed of the significance of 
irregular hemorrhage and other suggestive signs of carcinoma 
uteri; quacks or irregular practitioners were communicated 
with, but without result. Of the 84 collected cases, 45 had come 
under observation by their having gone to their family doctor. In 
five instances these men had not made an internal examination, and 
the disease was ultimately discovered by other observers. In 11 per 
cent. of the cases therefore the family doctor had not followed 
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Winter’s advice. The writer is not discouraged by this, for he found 
that in the years 1892—1902 14°2 per cent. of medical men had 
proved negligent. 

There was a further encouraging sign in the attitude of medical men 
in regard to this question. Winter noticed that in 1903 there was a far 
greater response to his appeal to have portions of suspicious cervix 
and curettings sent to his laboratory for microscopical investigation. 
Twenty-five specimens were received, of which five proved to be 
carcinoma. This meant that 14 more specimens had been received 
in 1903 than in 1902, or, including investigations of material from 
the University Clinic, the increased number of suspects amounted 
to 39. This leaves no doubt in Winter’s mind that his appeal to 
Prussian general practitioners has had a markedly good result. 

He next details his experience with midwives. Of the 84 cases in 
question eight women had consulted midwives. 

Before the publication of the flyleaf to midwives 28 cases, or 
54 per cent. of the number collected, had been wrongly treated by 
midwives. In 1903, of seven midwives only one had been guilty of 
malpraxis, 7.c.,=14 per cent. 

With regard to the public, the test of the appeal was based 
upon :— 

1. The time which elapsed between the patient’s first knowledge 
of cancer symptoms and her consultation with a doctor. 

2. The time which elapsed from the moment advice was given to 
the date when it was acted upon—operation performed. 

The results are tabulated, and the year 1903 compared with the 
years 1898—1902. After the first symptoms were noticed advice 
was sought : — 


1898—1902. 1903. 
No. of No. of 
Women, 234. Women, 59. 
Within the first month ... ... 383=14% er 12=22% 
Waited longer than 1 month... 483=18% 19=385% 
3 months... 61=26% 18=33% 
6 4 28=12% 3= 5% 
9 4» 48=18% 3= 5% 
l year ... 27=12% 0% 


The reasons for delaying consultation worked out as follows : — 


Ignorance of cancer-symptoms ... ... ... 980 
14 
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Regarding the effect of the newspaper appeal inducing women to 
submit to operation, Winter gives the following table :— 


1898—1902. 1903. 


122 women. 60 women. 
Operation 8 days after advice... 77=63% ... 47 =78% 
2 weeks 18=216% 7=12% 
” a 4= 3% 8= 5% 
2 months 4% 2= 3% 
” 6= 5% = 0% 
” 4 Z= 2% l= 2% 
” 6 2= 2% 0= 0% 
1 year 25% ...  O= 0% 
more than 
” le 06% ... 0% 


A comparison of the operability or otherwise of the cases as 
influenced by Winter’s appeal reads :— 


1902. 1903. 
“Operated on in the clinic ... ... 71% 82% 
: by specialists... ... 52% ie 65% 


Added together, the comparison reads 62%, against 74%—a marked 
improvement. 


CuTHBERT LOCKYER. 


The Relation between Carcinoma Cervicis Uteri and the Ureters, 


and its Significance in the more Radical Operations for that 
Disease. 


Sampson (Joun A.). Bulletin of The Johns Hopkins Hospital, 
March, 1904. Vol. xv., 156. 


Tue treatment of any disease should be based on a knowledge both of 
the normal anatomy and physiology of the parts involved, and also 
of the pathological changes in these parts as brought out by the 
diseased condition. On the other hand, one must recognise the 
importance of clinical experience, for the treatment indicated by 
laboratory and experimental work may be too severe or in other 
ways inapplicable to human beings. The relation between 
carcinoma of the cervix and the ureters manifests itself clinically first 
in renal insufficiency resulting from a compression of the ureters by 
the growth, and secondly, in the frequency of accidental injury to 
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ureters occurring during operation for the removal of the growth, for 
taking the John’s Hopkins results the ureters have been injured 19 
times in 156 hysterectomies, 7.e., over 13 per cent. A study of the 
anatomical relations of the ureters shows that the pelvic walls and the 
ureteral orifices are 1°5 to 3°5 cm. apart, varying with the individual 
or the degree of distension of bladder; whilst the relation between 
the cervix and ureters depends on the position of uterus and the size 
of the cervix. At the entrance of the ureters into the parametrium they 
are some distance from the cervix, even as much as 38cm. Near the 
bladder the distance between them may be less than 5mm. in the 
left and right displacements of the uterus. Unfortunately, the 
lower part of the parametrium is the first to be invaded by a direct 
extension of the growth. In retroposition of the uterus the entire 
pelvic course of the ureters may be situated anterior to the uterus. 
The pelvic portion of the ureter lies in a sheath which protects the 
ureter and its peri-ureteral arterial plexus. In the extension of the 
growth the sheath becomes involved, and hypertrophied, thus 
protecting the ureter, but later compressing it and causing renal 
insufficiency. Pathologically, the close relation between carcinoma 
and the ureters shows itself in the distension of the cervix by the 
growth, thus diminishing the distance between the ureters and the 
cervix, in the direct extension of the growth from the cervix into 
the parametrium, in the metastases to the parametrium which may 
occur, in the large parametrial lymph node occasionally found where 
the uterine artery crosses the ureter, in the small parametria] lymph 
nodes scattered throughout the parametrium, and the intravascular 
lymph nodes which protrude into the lymph channels. From a 
study of the parametrium in these cases it is evident that the ureter 
passes through tissue which should be removed in every instance of 
cancer of the cervix, for it is impossible to diagnose clinically a 
cancerous parametrium, and there is no relation between the size of 
a primary growth and the parametrial involvement. 

Two methods of removing all the parametrial tissue present 
themselves, one to disect free the ureters, draw them on one side, 
and then remove all tissue from pelvic wall to pelvic wall, the 
other to remove all the tissue from pelvic wall to pelvic wall, including 
the lower portion of the ureters, and to implant the renal ends of the 
ureters into the bladder. In doing this the blood supply of the 
ureter and the ureteral ‘sheath should be preserved. Dr. Sampson 
thinks that the second of these methods is the better, but acknow- 
ledges the drawbacks of the danger of ascending renal infection and 
the uncertainties of uretero-vesical implantation. Careful work 
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should minimise the latter, whilst the former may possibly be over- 
come by the formation of a vesico-vaginal fistula at the close of the 
operation. 

From this paper, which is a very careful piece of work, 
illustrated by 18 figures, it will be seen that the operation which 
clinical experience and the study of the parametrium demands, as 
likely to give the greatest percentage of cures is a very serious one, 
and whether it will ever be justifiable in all cases experience alone 
will show. 

Comyns BERKELEY. 


The Efficiency of the Periureteral Arterial Plexus and the 
Importance of its Preservation in the more radical Operations 
for Carcinoma Cervicis Uteri. 


Sampson (Joun A.). Bulletin of the Johns Hopkins Hospital, 
February, 1904. Vol. xv., No. 155. 


CurnicaL experience teaches that the operative treatment of cancer 
of the cervix is unsatisfactory, and taking the Johns Hospital 
statistics, it is found that only 12 per cent. are free from recurrence at 
the end of five years. The only hope of bettering these statistics 
is by operating on the cases earlier, and, according to Dr. Sampson, 
by performing the very radical operation of removing with the 
uterus and growth the lympathics en masse and all their tissues 
from pelvic wall to pelvic wall. If this operation is performed 
the question. arises what should be done with the lower 
ends of the ureters. If the lower 3cm. of the ureters are 
removed with the growth and the renal ends are then implanted on 
the bladder there is danger of an ascending renal infection, cystitis 
very frequently following such an operation. On the other hand, 
if the pelvic portion of the ureters is dissected free, ureteral necrosis 
may occur, whilst the malignant tissue has not been entirely removed. 
The author has performed 11 of these more radical operations, resecting 
one or both ureters in three cases. Three of the 11 died—one from 
intestinal obstruction, and two from ascending renal infection. 
In the last two cases the ureter was resected in one and not in the 
other. In the eight cases in which the ureters were not resected 
they were dissected free. Of these cases one died of ascending 
renal infection, and ureteral necrosis occurred in one of the remain- 
ing seven cases. The author thinks that the advantages of the 
resected over the bared ureter are many, and the cystitis may be 
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controlled by making a vesico-vaginal fistula. The author discusses 
the blood supply of the ureter, and the relation between the ureters 
and carcinoma of the cervix, and arrives at the following conclusions : 
The ureter is nourished by a peri-ureteral arterial plexus supplied 
mainly by the ureteral arteries. Animal experimentation shows that 
many liberties may be taken with the ureter even when the plexus 
is injured, but clinical experience shows that the plexus should be 
guarded. Injury to the ureteral veins, pressure of gauze on the 
ureter, pressure from a tumour, or inflammation, all may lower 
the resisting power of the ureter. Hysterectomy when performed in 
the usual way increases the chance of recurrence, since cancer that 
has spread into the parametrium must in many cases be left; on the 
other hand, it decreases the chance of ureteral necrosis, since the 
pelvic ureteral sheath is uninjured. The more radical operation 
increases the chance of ureteral necrosis. Resection of the lower 
38cm. of the ureters and the implantation of the renal ends into the 
bladder offers the greatest chance of cure, and at the same time 
there is less chance of ureteral necrosis, for the ureter above the 
parametrium can be brought down to the bladder with its plexus 
intact, and its sheath may be sewn to the bladder. The peri-ureteral 
arterial plexus and the ureteral sheath should be preserved. 


Comyns BERKELEY. 


The Dangers of Intra-uterine Injection. 
ZweEIFEL (P.). Deutsch. med. Wehnschr., April 21, 1904. No. 17. 


Tue author calls attention to some of the unfortunate results which 
may follow intra-uterine injections—pain, faintness, rigors and 
even peritonitis and death. The most dangerous cases are those 
where this procedure has been used for the induction of premature 
labour; the entrance of air into veins, absorption of chemical poisons 
from the fluid used, especially carbolic acid, and septic infection are 
additional risks. He describes a case where this method was used to 
induce labour in a patient with cardiac failure and edema of lungs, 
after bougies had failed to bring on proper pains. Every precaution 
was taken to ensure complete disinfection, boiled water was used, and 
care taken to prevent the entrance of air, the writer himself passing 
the tube into the uterus. Yet during the operation the patient 
became deeply cyanosed and unconscious, and twitched all over— 
very like an eclamptic patient—and appeared likely to die. The 
injection was stopped, but a rigor with rapid rise of temperature 
38 
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followed. The labour came on, and afterwards the temperature 
subsided, and the patient suffered from hemoglobinuria and 
hemoptysis for some time, but ultimately made a complete recovery. 
Zweifel considers that this was due to the water obtaining entrance 
to the maternal circulation, and causing destruction of corpuscles— 
shown by the hemoglobinuria—and clotting, as shown by the signs 
of pulmonary embolism. He therefore considers that not merely boiled 
water, but boiled normal saline solution ought to be used for this 
purpose. In the puerperal uterus the danger is confined to chemical 
poisoning and to septic infection. In gynecological cases there is 
another risk, that of peritonitis due to fluid being forced through 
the Fallopian tube by interference with the outflow through an 
undilated cervix. That this is possible the author has proved by 
injecting tinted fluid in a laparotomy case, and finding it pass along 
the tube. Therefore in cases where there is no free outflow a 
graduated syringe ought to be used, and only a small quantity of 
fluid injected. Perchloride of iron is especially dangerous, and 
requires the greatest caution in its use. In an undilated cervix 
intra-uterine applications are less dangerous than injections. In 
cases where there is inflammatory mischief the procedure is contra- 
indicated. 
J. S. Farrparren. 


Exohysteropexy in Myomectomy and as Treatment for Prolapse. 


Laurer. Deutsch. med. Wehnschr., April 7, 1904, No. 15.. 


Tue author of this paper advocates the method of extra-peritoneal 
fixation of the uterus adopted by Kocher in the Berne Clinic, and 
records five cases in which it was carried out after enucleation of 
myomata and three for the treatment of prolapse. Among the 
reasons which Kocher gives for the adoption of this procedure after 
the enucleation of myomata are (1) the control over hemorrhage is 
much greater than if the stump is dropped back; (2) an aseptic course 
is more certain, especially in the event of the formation of a 
hematoma or necrosis in the stump; (3) the minimum of mutilation 
with best chance of good result, especially when there is prolapse. 
The extra-peritoneal fixation is carried out by drawing the body of 
the uterus forwards into the abdominal incision and closing the 
peritoneum round it above and below, so as to embrace it at about 
the level of the internal os. Laterally the parietal peritoneum is 
united to the uterine body. The ovaries remain within the peritoneal 
cavity. The fascia is then brought together over the uterus, though 
in myomectomy cases it may be necessary, for the control of 
hemorrhage, to bring it through the fascia, so that it comes to lie 
under the skin. In some concluding remarks by Prof. Kocher 
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himself, great stress is laid on the advantage of having the stump 
outside and not inside the peritoneal cavity. The risk of a consequent 
hernia in cases where the fascia is sutured over the uterus is very 
slight. 

J. S. Farrsarrn. 


On the Origin of Vaginal Cysts. 


Frever. Annales de Gynéc. et d’Obstet, March, 1904. 


Tue author points out the difficulties met with in attempting to 
classify vaginal cysts, at all events with regard to their origin from 
persistent embryonic relics or from pathological transformations of 
already existing organs, and proposes the following classification : — 

1. Cysts of Wolffian origin—(a) cysts of the canal of Wolff or 
Gartner; (b) cysts arising from pseudo-glandular diverticula of the 
canal of Wolff; (c) cysts arising from the canaliculi of the Wolffian 
body (mesonephric cysts). 

2. Cysts of Miillerian origin, i.e., arising from the canal of 
Leuckhart (utero-vaginal canal). 

3. Cysts of peritoneal origin (those arising from the embryonic 
cul-de-sac of Douglas). 

4, Glandular cysts. 

1. These are probably the most numerous:—(a) cysts arising 
from the persistent portions of the Wolffian duct. The 
Wolffian ducts may persist completely as in the cow and the sow. 
In the adult these canals are termed Gartner’s ducts, in the embryo 
they are called Wolffian ducts. In the human female the juxto- 
uterine segment of the Wolffian ducts persist, and in an embryo of 
4 months is represented by a canal lined by cylindrical epithelium in 
the lateral walls of the uterus (not in the broad ligament). Near the 
cervix it is usually lost, but may furnish glandular diverticula, which 
will be referred to later. Rarely the juxto-vaginal portions may 
persist, occupying the lateral wall of the vagina, or opening on the 
free surface of the hymen. Thus we may admit the possibility of 
vaginal cysts arising from relics of the canal of Wolff along the whole 
length of the vagina, but such relics seem rare. As to their 
exact situation Fredet maintains from his own observations 
that the ducts run actually in the lateral vaginal walls and 
possess muscular walls consisting of three layers, the outer 
and inner longitudinal, the middle circular. The lining 
membrane is made up of one or two layers of cylindrical 
epithelial cells. In most cases cysts arising from the Wolffian 
ducts occur laterally and in the upper portions of the vagina, 
and, according to the author, more frequently in the right side 
than the left. (b) Cysts arising from diverticula of the glandular 
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portion of the Gartnerian canal. In animals the duct of Gartner has 
often been observed to give off glandular buds,and even in the human 
female, diverticula of this nature have been observed in the cervix. 
Fredet’s article contains some good drawings showing this condition 
from the uterus of an infant of 8 months. It is possible that vaginal 
glands, so-called, as described by various authors are really of this 
nature. (7.e., Wolffian diverticula). (c) Cysts derived from 
the tubules of the primitive kidney (Wolffian body). The 
lower mesonephric canaliculi may be in contact with the 
upper or posterior aspect of the utero-vaginal canal resulting 
from the fusion of the Miillerian ducts. Pick has shown 
that these Wolffian canaliculi may occur in the posterior wall of the 
vagina. The Wolffian remains sometimes give rise to adeno- 
myomatous tumours developing in the para-vaginal space, or even in 
the vagina itself. Whether vaginal cysts of this nature may also 
occur has not yet been definitely proved. 

2. Cysts of Miillerian (Leuckartian) origin. According to 
Freund some vaginal cysts result from partial absence of fusion of 
the Miillerian ducts, one or other undergoing cystic transformation. 
Only a very few cases can be of this nature since the abnormality is 
rare. 

3. Cysts of peritoneal origin. Kdlliker in 1882 pointed out that 
the cul-de-sac of Douglas in the embryo reached as far as the cloaca, 
much lower therefore than the point where the Wolffian and 
Miillerian canals join the uro-genital sinus. It is possible that 
embryonic peritoneal diverticula lined with epithelium may persist 
in the adult and give rise to cysts necessarily extra-vaginal (i.e., 
between the rectum and vagina), but they may be capable of pushing 
forwards the vaginal walls. They are posterior in position, and the 
author claims to have observed a cyst of this nature lined by a 
definite single layer of epithelium. 

4. Glandular vaginal cysts. It cannot be doubted that gland- 
like structures do occur in the vagina, in the lateral culs-de-sac, 
along the course of the urethra, and near the vulva. Cysts of the 
vagina may have this origin. However, it seems more reasonable to 
believe that distinctly laterally placed cysts arise from pseudo- 
glandular diverticula of the canal of Gartner. Glands in the 
anterior wall of the vagina are derived most probably from para- 
urethral glands. Finally, aberrant portions of the vulvo-vaginal 
glands may give rise to certain cysts low down in the vagina. 


C. Huspert Roserts. 
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Imperforate Hymen with Pyocolpos. 


LaRroyENNE. Annales de Gynécol. et d’Obstét, April, 1904. 


Pyocotpos due to imperforate hymen is rare before operation, but 
a case of this nature is reported by the author at the Hétel Dieu 
Lyon. It occurred in a young girl of 17 who had never menstruated. 
Since the age of 15 she had complained of abdominal and lumbar 
pains which prevented her following her occupation as a servant. 
The day before her admission to the hospital she was seized with very 
severe abdominal cramps and retention of urine. The retention was 
relieved by a catheter, and a definite hypogastric tumour was then 
discovered together with a bulging but imperforate hymen. The 
hymen was incised under an anesthetic by crucial incisions with the 
thermo-cautery and 500 to 600 grammes of thick blood-stained pus 
evacuated. The pus was examined bacteriologically, and contained 
diplococci (which stained by Gram’s method), streptococci, and 
staphylococci. After incision of the hymen the finger was intro- 
duced and the vagina found enormously dilated, but the uterus 
itself was small and not affected. Drainage was employed, and the 
ease did well, menstruation occurring regularly. 

The case quoted is therefore an instance of spontaneous purulent 
transformation of retained menstrual products. The cause of such 
suppuration is not clear; tuberculosis is out of the question, and 
intestinal infection seems negatived by the absence of the bacillus H 
coli. Possibly blood infection offers the best explanation. The 
insidious onset and absence of severe symptoms in this case may be 
accounted for by absence of uterine distension. 


C. Husert Roserts. 


Imperforate Hymen with Hydrocolpos. 


CommanDEvurR. Bulletin de la Soc. d’Obstét. de Paris, February 18th, 
1904. No. 2. 


A ¥eEw hours after the birth of an apparently healthy child, it was 
noticed ihat when the child cried something resembling “a falling 
of the womb” appeared at the vulva. On examination nothing 
abnormal was discovered in the abdomen. Under ordinary circum- 
stances the external genitals appeared normal, but when the 
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child cried there was a bulging which exactly resembled 
the distension of the perineum at the end of the second 
stage of labour. At the same time a small globular pink tumour 
projected from between the labia. This apparently was formed from 
an imperforate hymen. An incision was made into this tumour and 
100cc. of thin creamy fluid escaped. The vagina was found to be 
greatly dilated, but it was impossible to discover whether the uterus 
and tubes shared in the distension. The child did well. The fluid 
was sterile, and contained a large number of squamous epithelial 
cells and a few smaller cells. It contained albumen, mucin, glucose, 
chloride of sodium, and traces of urea. Commandeur thinks that 
the fluid was chiefly formed by secretion from the vaginal walls. 


G. Drummonp Rosrnson. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, May 4th, 1904, Epwarp Mauins, M.D., President, in 
the Chair. 


Dr. Pzrer Horrocks, in exhibiting specimen of F1pro-MyoMA 
Unpercoine Sarcomatous DeGENERATION, mentioned that the patient was 
46 years of age, and that the operation of abdominal hysterectomy was 
undertaken owing to rapid growth of the fibroid in association with 
menorrhagia. He remarked that some authorities still disbelieved in the 
possibility of sarcomatous change in a fibro-myoma of the uterus. He 
referred to similar cases published by Doran and Finlay, and to another 
previously published by himself, remarking that there was one significant 
fact common to all of them, namely, that the tumour was known to have 
existed for many years in the usual state of slow growth, and that it 
began to grow rapidly shortly before operation or removal. 

Dr. HanprieLp-Jongs narrated a case of fibroid of the uterus, in which 
the uterus after shrinking subsequent to the menopause, again enlarged 
until it reached the level of the umbilicus. The whole mass was removed by 
supra-vaginal hysterectomy, and then the uterine cavity was found to be 
distended by a large mass of sarcoma, which had also involved the old 
atrophied fibroid. Probably in that case sarcoma had not originated in 
the fibroid, but involved it secondarily. 

Mr. Ausan Doran doubted whether these tumours, said tobe 
“sarcoma ” histologically, were clinically malignant. One observer had 
in a large series of uterine fibroids made out malignant elements in 10 
per cent. of all the cases, a proportion quite at variance with clinical 
experience. Mr. Doran suspected that the cells, which were large and 
spindle-shaped, might be altered plain-muscle cells. Histological 
elements of that kind, when subjected to morbid influences, assumed 
strange appearances, especially when a number were seen in section, cut 
longitudinally, transversely, and obliquely. 

_ Dr. Epen said that he had been interested in the subject of sarcomatous 
_changes in fibroids for some years. He mentioned two cases of sarcoma 
attacking uterine fibroids which had come under his own observation. 
He had no difficulty in accepting the fact that a malignant growth might 
arise in a benign neoplasm just as easily as in healthy normal tissues. 
But the term sarcomatous or malignant “ degeneration ” as applied to this 
process was, he thought, an unhappy one, because “ degeneration” implied 
loss of vitality or death of cells, while a malignant new-growth was 
characterised by extraordinary activity and proliferation of cells. The 
process was rather the occurrence de novo of malignant growth in the 
tissues of a benign neoplasm. 

Dr. Perzr Horrocks replied that Dr. Handfield-Jones case was probably 
a sarcoma from the beginning because the endometrium appeared to be 
the starting point. But this was not so in his case. Cases were on record 
of fibroid polypus with sarcomatous degeneration in it without affecting 
the pedicle. He had used the term “degeneration” objected to by Dr. 
Eden as it was the one usually employed. 
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HamatToma aND Hamatocete; A Stupy or Two Caszs or Earty Tusau 
PREGNANCY. 
By Mr. Aupan Doran. 
ABSTRACT. 

It is generally taught that hematocele associated with interrupted 
early tubal gestation demands operation, whilst a haematoma or extra- 
peritoneal hematocele under the same conditions will subside if the 
patient be kept at rest. Two cases which do not support this teaching are 
related and discussed at length. In the first, the patient passed clots over 
two months after the last period, pelvic pain set in, and a swelling could 
be detected in the right fornix and iliac fossa. A week later a decidua 
was expelled, then a mass with all the characters of a pelvic hematocele 
developed and became harder and smaller during prolonged rest. 
Menstruation was re-established within two months. In the second case 
the patient was seized with vomiting and pain in the right iliac fossa 
when a period was due. Four days later uterine hemorrhage set in. A 
swelling could soon be defined above the pubes, its lower limits formed a 
convex mass behind the cervix, stimulating a hematocele in Douglas’s 
pouch. This swelling steadily increased in size. A month after the 
beginning of the symptoms a decidua was passed, eleven days later acute 
internal hemorrhage occurred. The author operated and discovered a 
very large hematoma containing four pounds of old clot. The uterus, 
appendages, and pelvic peritoneum were entirely above the clot and 
formed its capsule. The right tube had burst between the folds of the 
broad ligament so that a hematoma developed and ultimately leaked into 
the peritoneal cavity which contained a little recent clot. The uterus and 
appendages were removed with the clot, the cervix was saved. A show of 
blood was seen twice within seven months after the operation. The nature 
of the first case was evident, there was a bleeding tubal mole on the right 
side and a pelvic hematocele as its consequence. The lower part of the 
heematocele formed a convex mass in Douglas’s pouch. In the second 
case it was proved at the operation that there had been originally no 
hematocele whilst a great quantity of blood escaped between the folds of 
the broad ligament. The blood had raised up the peritoneum of Douglas’s 
pouch which encapsuled its upper part, as in the case of a large cyst or 
fibroma of the broad ligament. The convex mass behind the cervix was 
therefore not in Douglas’s pouch, which did not exist, but represented the 
lower limits of the entirely sub-peritoneal hematoma. The acute 
symptoms were caused by secondary rupture into the peritoneum. 
The author suspects that in other cases a hematoma behind the cervix has 
been taken for a hematocele in Douglas’s pouch. Hence hematoma is 
probably not so rare a result of interrupted extra-uterine pregnancy, and 
not so amenable to expectant treatment as is generally taught, its dangers 
being underrated. Hsematocele is certainly very common, and its perils 
have been apparently overrated. Careful clinical study of these conditions 

is yet needed. 

Dr. Perzr Horrocks said that he believed that extra-uterine foetation 
was much commoner than was supposed, and that many cases recovered with- 
out being diagnosed or treated. Moreover, he had seen many cases recover 
without operation, though occasionally operation became urgently 
necessary, even in cases in which resolution had been going on apparently 
normally for weeks. He regarded bleeding, severe pain, and rise of 
temperature, either protracted or recurring, and the absence of efficient 
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help within easy call, as important factors in deciding on the necessity 
for operation. He had failed to discover in Mr. Doran’s paper any 
indication which would serve to diagnose a hematoma such as the one 
described, from an ordinary hematocele. 

Dr. CuLLinewortTH said that he had listened to the paper with great 
interest, for the condition described in Mr. Doran’s case was rare, much 
rarer than Mr. Doran in his modesty had indicated. It was suggested in 
the paper that hematoma was probably not so rare a result of interrupted 
extra-uterine pregnancy as had been generallly taught, but the only ground 
for this opinion appeared to be that a case had occurred in Mr. Doran’s 
practice, and that he “suspected ” that undiagnosed cases had occurred in 
the practice of others. That was surely not a very logical position to 
take up. From his (the speaker’s) own experience (one in about 70 cases), 
and from what he had gathered from reading, he must still continue to 
regard pelvic hematoma as a rare complication of interrupted tubal 
pregnancy and an extensive hematoma such as Mr. Doran had described 
as exceedingly rare. With regard to treatment, the cases on record were 
at present far too few to justify them in formulating any conclusions as 
to the dangers incurred or any fixed rules as to the line of treatment to be 
adopted. He gathered that Mr. Doran was unable to give them any help 
in diagnosing an extensive hematoma from hematocele. Fortunately 
this was not a matter of much practical importance. The treatment in 
every case had to be decided on general principles. For instance, Mr. 
Doran had operated, not because the condition was a hematoma (for he 
did not know it before operation) but because there was reason to believe 
that fresh hemorrhages were taking place. 

Dr. Joun W. Tartor said that he was pleased to find that he was se 
much in agreement with Mr. Doran, in greater agreement, he thought, 
than Mr. Doran recognised. It was true that in one sentence in his book 
(which Mr. Doran quoted) he had said that a broad ligament hematoma 
due to tubal pregnancy might be absorbed and undergo a natural cure; 
but this was inserted rather in deference to popular teaching than as the 
result of personal observation. So far as his own experience went, the 
only recoveries without operation which he had himself observed were the 
7 or 8 cases of peritubal hematocele, most of which were referred to in 
his book. He had always held and taught that whereas hematoma due to 
other causes than tubal pregnancy was very generally easily absorbed, a 
broad ligament pregnancy and hematoma due to the broad ligament 
pregnancy was specially dangerous. In his book he said, “In tubo- 
abdominal pregnancy, if the patient survive the fourth month and the 
dangers incidental to the extrusion of the foetus from the tube, she is free 
from further dangerous complications until the term of pregnancy is near 
its completion. In the tubo-ligamentary, on the other hand, owing to the 
higher position of the placenta and its liability to detachment from the 
growth of the pregnancy, the patient is never free from danger, and 
although many cases of this kind go on to term, secondary rupture and 
fatal hemorrhage are by no means uncommon or impossible at almost any 
stage of the development.” His opinion regarding the general danger of 
expectant treatment in tubal pregnancy and the advisability of operation 
was the result of personal observation and experience. He had a whole- 
some horror of active placental tissue bottled up within the abdomen and 
having no channel of exit. In one respect he differed altogether from Mr. 
Doran, who appeared to think that hematoma might be a rather common 
result of tubal pregnancy. Mr. Taylor believed that ligamentary invasion 
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and hematoma was always a rather rare result, and had been accustomed 
to consider the proportion as roughly guaged by the ratio of the circum- 
ference of the tube to the chink or line of the ligamentary attachment. 
Dr. Cullingworth had spoken of encapsulation of the hematocele as 
preceding absorption. Mr. Taylor would like to point out that in some 
cases it prevented absorption. 

Dr. Amand RovutsH related a case of hematoma of broad ligament 
following tubal rupture, where the extravasated blood had stripped up the 
retro-uterine peritoneum, but did not cause the formation of a convex 
tumour as felt per vaginam, but rather a concave hardness like a half- 
collar. He had in that case found that the extravasated blood was 
extremely slow in being absorbed. He thought a distinction should be 
made between encysted and diffused hematocele. If the hematocele was 
diffused, bleeding was probably still going on, and if the severe pain felt 
in these cases was as high as the umbilicus it was evidence of extensive 
hemorrhage into the peritoneal cavity. Such a case needed prompt 
abdominal section. If the hematocele was encysted, operation was rarely 
called for, and when done should always be by a free incision per vaginam 
through Douglas’s pouch, a gauze drain being left in the cavity. This 
operation of posterior colpotomy was only indicated where the heematocele 
became increasingly tense and bulged downwards into the vagina. Even 
if pyrexia occurred, operation was not called for if there was no evidence 
of increased tension, as shown by vaginal bulging or by increase in size of 
the abdominal tumour. 

Dr. BLacKER was much interested in the question of the rarity of a 
hematoma of the broad ligament. He had met with two examples of this 
condition. In the first case the abdomen was opened and the blood 
removed, the patient doing well ; while in the second case, that of a patient 
with a typical history of extra-uterine gestation admitted into the Great 
Northern Hospital, he had been able to confirm the disappearance of the 
tumour at a subsequent operation. At the first operation, 13th June, 
1902, the left broad ligament was found to be distended to the size of a 
foetal head by a tumour of softish consistence, evidently blood clot. On 
the surface of the tumour were a number of large veins, and in separating 
some adhesions one of these vessels was torn. As the tumour was considered 
to be an intraligamentary hematoma the abdomen was closed, the 
hemorrhage, which was rather troublesome, being finally arrested with 
an iodoform gauze plug. The patient made a good recovery, and when 
she left the hospital the tumour was a little smaller. In February, 1904, 
she returned with a ventral hernia, no doubt due to the use of the gauze 
plug at the first operation. The abdomen was re-opened for the purpose 
of dealing with the hernia, and the tumour on the left side was found 
to have entirely disappeared. Except for some adhesions the left broad 
ligament was normal. The case was an interesting proof of the fact that 
a hematoma of the broad ligament could disappear entirely, leaving 
behind practically no trace of its existence. He thought that it was 
necessary to distinguish very carefully the results to be obtained 
by expectant treatment in cases of broad ligament gestation in which the 
foetus were still alive; two entirely different classes of cases and requiring 
quite different treatment in most instances. 

Mr. AuBan Doran, in reply, observed that hematoma, hematocele or 
broad ligament tumour, whether right or left, tended to push the uterus 
upwards, forwards, and towards the middle line when jt grew big. A 
convex mass behind the posterior vaginal fornix was not necessarily in 
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Douglas’s pouch. The rarity of hematoma, essentially intraligamentary, 
and the frequency of Taylor’s tubo-ligamentary pregnancy implied that the 
ovum, when it was forced into the space between the layers of the broad 
ligament usually survived and developed. The encysting of blood within 
intestinal adhesions was common in hematocele, the blood in such 
instances clotting into a ball lying loose in the peritoneal cavity. 


BRITISH GYNA:COLOGICAL SOCIETY. 


Meeting held May 12th, 1904, the President, Pror. Joun W. Tartor, in the 
Char. 


The Presipent exhibited specimens and read notes of the following 
cases :—(1) Loop of Seme-Gangrenous Intestine successfully removed from 
a patient of 77 years of age, with its solid undigested contents; it was 
taken from a hernia in the cicatrix of an abdominal section performed 
23 years previously, a partial hysterectoray for fibroids; the hernia had 
been strangulated for four-and-twenty hours. (2) Cyst of the Broad 
Ligament, which contained upwards of 30 ounces of fluid, successfully 
enucleated by the vagina. (3) Z’ubo-Ovarian Cyst removed by posterior 
vaginal cceliotomy ; a similar cyst from the other side had been removed 
five years previously by the same method. 

After some remarks by Dr. Smiru and Dr. H. 
Jongs, the PresipEnT said that he was unable to do more in the first case, 
partly on account of the critical condition of the patient, and partly that 
the cicatrix was so extensive that it would not have been possible to close 
the abdomen if the necessary amount of tissue had been cut away ; a rubber 
air-pad fitted underneath an abdominal truss gave safety and comfort to 
the patient, who continued well two years after the operation. 

Dr. Macnavauton-Jonzs then gave a demonstration of the method of 
Moulding Pessaries from the Celluloid Rings recommended by Schultze, 
pointing out that these rings were lighter and stronger than any others 
and always retained the shape into which they were moulded. 

Dr. Heywoop Smiru then opened the postponed discussion of Dr. 
_Macnaughton-Jones’s paper on THe Dancers or Psssarigs, and attributed 
much of the evil of pessary treatment to the mistaken idea that the 
application of a pessary could cure a retroversion and to the introduction 
of pessaries without previous correction of any existing displacement; he 
could not concur in the view that reposition by the sound should be 
altogether abandoned. 

Dr. C. H. F. Rours exhibited the combination of a Hodge with a ring 
and hollow stem pessary which he had found most useful, especially in 
curing sterility ; he had not experienced any evil results. 

Dr. Hersert Snow said that the paper seemed more in favour of the 
use of pessaries than otherwise. He thought the forms employed were 
unnecessarily numerous and complicated, and had come to the conclusion 
that pessaries should not be applied for versions or flexions, but only to 
relieve pain or prevent prolapse; the elastic ring pessary would do this, 
and was harmless. 

Dr. R. H. Hopeson said that he could not see how even an S pessary 
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could press against the fundus of the uterus. In twenty years’ experience 
he had never seen any evil from a pessary properly introduced and not 
neglected, and was sorry to hear stems condemned, as in a number of cases 
he had known them relieve pain that had been of years’ duration. 

Dr. J. A. Mansztu Movin thought that the lever action of pessaries 
had been greatly exaggerated and that the idea of the respiration acting 
first on one and then on the other end was very far-fetched. A ring 
pessary could not keep the uterus in its normal position, but might 
prevent a retro-flexion from getting worse; in procidentia a ring was 
useless, a Zwanke, provided there was a ledge for it to rest on and that 
there was no rectocele or cystocele, was effective. 

Mr. Stanmore Bisuop expressed his entire belief in the lever action 
of pessaries, but thought, as regarded their use, a great distinction should 
be drawn between flexion, version and prolapse; in flexions he thought 
that they could do no good, and were likely to do harm. He was glad 
to find ante-version as a pathological condition practically ignored. The 
worst cases to deal with were those of procidentia (which in his experience 
was always accompanied by rectocele and cystocele) in which operation 
was declined ; they had to resort to some form of Pott’s pessary, of which 
he exhibited one introduced in Manchester by Dr. Donald, but these all 
required the use of a belt, which was a great objection to them. 

The Presipent, after insisting on the maintenance of a high ideal 
in regard to diagnosis, said that the dangers of the continued use of 
pessaries seemed to him two-fold—(1) the development of pelvic disease, 
either by the rekindling of old inflammation, or by infection from the 
husband, alienated by the presence of the instrument, or infection directly 
due to the presence of the pessary; and (2) the effects of stretching, for 
the pessary, which by pressing upwards the vaginal vault hung up the 
cervix so that the fundus fell forwards, at the same time acted injuriously 
by stretching the sacro-uterine ligaments. Pessaries might be used in 
middle life to test whether the symptoms were really due to the displace- 
ment; if so, the case was one for operation. He had made extensive trial 
of celluloid rings, but had not found them satisfactory, and, like Dr. 
Macnaughton-Jones, had reason to prefer the Smith-Hodge or S pessary 
to the figure of 8. 

Dr. MacnavcuTon-Jonzs, in reply, said that he had dwelt on the 
negative rather on the positive dangers of pessaries, because the former 
were self-evident. His contention was that pessaries were often so used 
as to be not only useless or even harmful in themselves, but were the 
more dangerous in that they led to useless expectant treatment of 
inflammatory mischief that might have been cured by timely measures, 
operative or otherwise; pelvic disease was allowed to grow worse and 
imperil the patient’s health and increase the risk of the final operative 
interference. He was a confirmed believer in the lever action of the 
Smith-Hodge and its modifications ; he used a stem very seldom, and only 
to maintain the patency of the canal after operation; it was worn for a 
short time only, but circumstances might render it necessary for it to be 
withdrawn and the string of silk or non-absorbing cotton did no harm. 
He never sanctioned the use of pessaries in the advanced stages of prolapse 
unless the patient absolutely declined operation. He entirely shared the 
views the President had expressed as to maintaining a high ideal about 
diagnosis ; some of the conditions simulating retro-displacements were so 
difficult to differentiate that anesthesia was necessary, and there were 
exceptional instances in which alternatives must be admitted. 
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GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY 
Meeting, April 17th, 1904, Dr. Nias. Starx, President, in the Chair. 


Dr. Munro Kerr showed two Myomata, also Fallopian Tubes, which 
were declared to be tuberculous, but of this there was some doubt. 

Dr. McBrrpz showed a long Feather which was discharged from a 
labial abscess in a girl of 15. 

Dr. R. H. Parry showed a Dermoid of the Left Ovary which had 
constricted the sigmoid flexure. In the same patient there was also a large 
cyst attached to the omentum, and without any connection with the pelvic 
organs. It proved, on examination, to be a multilocular ovarian cyst. 
Dr. Parry suggested that it had been transplanted from the right ovary, 
which contained a number of small cysts, but Dr. Kelly thought it might 
have become separated from the left ovary during the twisting which 
caused the constriction of the sigmoid. 

Dr. S. J. M. Camzron showed a case of Spina Bifida in which operation 
was performed on the day of birth. The skin over the tumour had been 
injured during parturition, and showed a tendency to slough a few hours 
after birth. From the anterior fontanelle backwards the bones of the 
skull had failed to meet in the middle line. 

Dr. JaRping read notes of a case of Recurrinc Ecuiampsia. The 
patient was admitted to Glasgow Maternity Hospital for both attacks. 

First Attack. Mrs. A., IV-para, et. 30, was admitted 23rd April, 
1900, under Dr. Black’s care. She was supposed to be 8 months pregnant. 
Her three previous pregnancies had ended in miscarriages at the 5th and 
6th months. At 3 a.m. on the 23rd April her husband awoke, and found 
her on the floor unconscious. She regained consciousness and later had 
two more fits. She was unconscious when admitted to hospital the same 
day. There was slight cedema of the feet and hands, and the urine was 
loaded with albumen. The treatment consisted of infusion of a saline 
solution and the internal administration of salts. By the 26th April she 
had regained consciousness, and the following day was delivered of a still- 
born child by natural efforts. She made a good recovery, but had a trace 
of albumen in her urine when dismissed from hospital. 

Second attack. On the 3rd December, 1903, the patient was again 
admitted to hospital in a semi-comatose condition, and with a history of 
convulsions for 12 hours. In the intervals of the fits she had regained 
consciousness and had complained of severe frontal headache and had 
vomited frequently. On admission the urine was found to contain a large 
quantity of albumen with granular and hyaline casts and degenerated 
blood cells. Two pints of saline solution were injected under the mamma. 
The os, which admitted two fingers, was dilated with Bossi’s dilator and 
a live child delivered by forceps. Recovery was uninterrupted. The tube 
casts disappeared, but there was still a trace of albumen present when the 
patient was dismissed. Dr. Jardine thought that the cause of the 
recurrence of eclampsia was chronic kidney disease. 

Dr. Jarpiwz read notes of a case of HypROcEPHALUS WITH Post-ParTUM 
H2MORRHAGE. 

Mrs. G.,II-para, was admitted to the Maternity Hospital on the 12th 
October, 1902, in a very exhausted condition. Palpation showed that the 
uterus was firmly moulded round the child, but there was no special 

thinning of the lower uterine segment. The uterus was in a state of tonic 
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contraction and the round ligaments could be felt like rigid bars. The 
large head could easily be made out, and the bones felt to crackle under 
the hand. Dr. Jardine perforated and delivered by means of a cranioclast. 
As profuse hemorrhage came on he cleared out the placenta and compressed 
the uterus bimanually. An intra-uterine douche (120°F.) was given, 
followed by a solution of supra-renal gland, 30 grains to the pint. As the 
uterus still remained unretracted it was plugged with iodoform gauze. 
The gauze was removed in 48 hours. 

Dr. J. R. Ke.uy read notes of two cases of Primary CARCINOMA OF THE 
Ovary, and showed microscopic sections. 

Mrs. C., aged 45, was admitted to hospital on the 16th February, 1903. 
Two months before admission she noticed a swelling in the lower abdomen. 
This had steadily and rapidly increased till the abdomen was so tense that 
she had to remain in a sitting position at night on account of breathless- 
ness. She had also got thinner and weaker. On palpation the abdomen 
felt extremely tense, but no tumour nodules could be detected. The dulness 
on percussion varied with changes of position. No tumour mass could be 
felt per vaginam. On opening the abdomen both ovaries were found to be 
cystic, that on the left side forming a considerable mass. The tumour on 
the right side was about the size of a small apple. She returned twice to 
hospital afterwards to be tapped on account of ascites, and died about 9 
months after the operation. The tumours proved to be adeno-cystomata 
undergoing carcinomatous degeneration. 

H. D., et. 30, unmarried, was admitted to hospital on the 19th 
February, 1903, complaining of pain and swelling in the abdomen of about 
two months’ duration. On palpation the whole left side of the abdomen 
nearly up to the ribs was occupied by a firm tumour presenting ill-defined 
irregularities. Per vaginam Douglas’s pouch was felt to be occupied by 
an irregular mass passing down into the right side of the pelvis, the left 
side being free. On abdominal section the tumour was found to consist 
of one very large mass springing from the left ovary and occupying the 
abdomen, and a smaller mass filling the hollow of the sacrum and the right 
side of the pelvis and representing the right ovary. The patient made an 
excellent recovery, and was dismissed 17 days after the operation. She 
died 4 months later from recurrence. Microscopic examination showed 
both tumours to be alveolar carcinomata. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
(OssteTRic SEcTION.) 


Meeting, April 15th, 1904, Dr. Aurrep Suitu, President, in the Chair. 


Dr. Gienn showed specimens of a Dermoid Tumour of the Ovary, 
Sarcoma of the Ovary, Carcinoma of the Ovary, and Epithelioma of 
Clitoris and Labia Minora. 

Dr. E. H. Twerpy showed a specimen of Sarcoma of the Uterus. 

Dr. Gorpon showed a very interesting T’ubo-ovarian Cyst. 

The PresipENnt read a paper on TUBERCULOSIS OF THE VAGINAL PorTION 
or THE CERVIX, and gave notes of a case. He said the patient, xt. 25, was 
admitted to St. Vincent’s Hospital in January last. Thc history of the case 


— 
— 
q 
: 
iy 
— 
ng 
‘ 


Reports of Societies 579 


was that of an incompiete abortion, with foul-smelling discharge. The 
temperature on admission was 100°4°F., which was put down to septic 
absorption. On inspection an ulcerating mass projected more or 
less uniformly around the os. It broke down easily on pressure with the 
finger, causing a well-marked hemorrhage. Cancer was provisionally 
diagnosed, but the examination under the microscope of a piece cut out 
of the cervix showed it to be tuberculous. Sections demonstrating the 
tuberculous systems were shown under the microscope. Both lungs were 
affected with tuberculosis, and large quantities of tubercle bacilli were 
found in the sputum. Hence palliative treatment. The chief points of 
interest discovered were (1) the rarity of the affection ; (2) consideration as 
to the source of the infection; (3) some points in differential diagnosis. 

Dr. Wm. DarcGan said the tuberculous process as shown under the 
microscope had extended pretty deeply into the muscular tissue, separating, 
where it had not destroyed, the muscular fibres, and sparing here and 
there the blood-vessels. At the advancing part typical tuberculous systems 
with their giant cells and epithelioid cells could be made out between the 
muscular bundles, and suggested having been formed in the lymph spaces, 
as many of them were completely surrounded by normal muscular bundles. 
Tubercle bacilli could not be demonstrated in the section. 

Drs. GLenn, TweEpy, and NEVILLE also discussed the paper. 

Dr. E. H. Twerpy read a paper on Somzs Recent Metuops or OPENING 
AND CLOSING OF THE ABDOMEN. Vide p. 535. 

The Presipent, Drs. GLENN and FirzGrsson spoke, and Dr. TwEEpy 
replied. 

The meeting then adjourned. 
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REVIEWS OF RECENT BOOKS. 


A Text Boox or Diszaszs or Women. By Barton Cook Hirst, M.D., 
Professor of Obstetrics in the University of Pennsylvania; 
Gynecologist to the Howard, the Orthopedic, and the Philadelphia 
Hospitals, with 655 illustrations, many of them in colours. 
Philadelphia, New York, and London: W. B. Saunders and Co., 
1903. 


Hirst’s text-book of obstetrics is a work well and favourably known in 
this country, and the present volume, which has been prepared as the 
companion to it, will be received with interest by English readers. It is 
divided into twelve parts, and the author has adopted an anatomical 
rather than a pathological classification, as in his judgment “ more logical 
and convenient.” 

The first part deals with the methods of examination employed in the 
consulting-room (or “ office,” as Americans term it), and the readers will 
be duly impressed by the seriousness with which this matter is undertaken 
on the other side of the Atlantic. Anomalies of development are adequately 
described and illustrated in Part II. The author states that the Fallopian 
tube may show an “ abnormally great development with anomalous patency 
of the canal;” that this is not uncommon in pregnancy, and that, as a 
result, regurgitation of lochial discharge into the peritoneal cavity is not 


_ uncommon, leading to a “sharp, transitory non-septic peritonitis.” We 


should be much interested to learn upon what observations Dr. Hirst bases 
this remarkable statement. But even if such a change should occur in the 
tube during pregnancy, how can it be called an anomaly of develop- 
ment? Hermaphroditism is well described, and some interesting original 
illustrations of the condition are given. 

Part III. deals with diseases and injuries of the vulva. Pathologists 
will be interested in the original drawings of the microscopic appearances 
in kraurosis, lupus, and elephantiasis of the vulva; indeed, the author 
appears to have paid considerable attention to these rare and little- 
understood diseases. Coccygodynia is fully discussed, and an illustration 
of a series of 23 coccyges removed for injury or diseases is offered to the 
reader. But the author’s account of the pathological conditions found 
in them is not very convincing. 

The next section dealing with diseases and injuries of the vagina is of 
sound, practical value. The pathology of vaginitis is briefly discussed in 
a scientific spirit, and the number of clinical varieties recognised is 
agreeably small. Details of treatment are given in a thorough and 
careful fashion, and will be found very suggestive even by the experienced 
practitioner. The mechanism of parturition-injuries is elaborately 
discussed. In the treatment of cystocele by operation the author has some 
suggestions to make which deserve careful attention and a fair trial. He 
advocates obliteration of the antero-lateral vaginal sulci in addition to the 
removal of an oval area of vaginal mucous membrane. This plan, which 
is analogous to that followed in the treatment of rectocele, is stated to 
restore the torn “ uro-genital trigonum muscle” which normally supports 
the anterior vaginal wall. The operations for perineal laceration and 
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their after-treatment are also well and fully described and illustrated, the 
author’s opinions being clear and definite and the advice he bases upon 
them concise and practical. 

Injuries and diseases of the cervix are next discussed, and the minor 
ailments such as lacerations, erosions and endocervicitis are dealt with 
clearly and practically. Three clinical varieties of tuberculous disease of 
the cervix are recognised—miliary, diffuse and papillary. The author is 
not in favour of operative treatment unless all the tuberculous foci in the 
body can be removed. Myomata of the cervix are somewhat summarily 
dismissed ; small interstitial growths which can be enucleated per vaginam 
and fibroid polypi are described, but the author does not appear to have 
met with an example of those large cervical fibromyomata which form 
pelvic tumours of considerable size, and can only be dealt with by 
panhysterectomy. The most important subject in this section is cancer of 
the cervix. The fact so well established in this country of the greater 
prevalence of this disease in the poorer classes than among the rich, does 
not apparently apply to the United States, for the author does not 
mention poverty as an etiological factor. He states that squamous-celled 
cancer is almost seven times as frequent as glandular cancer in the cervix, 
but gives no statistics in support of the statement. We are not sure, 
however, that English nomenclature is on all-fours with that of America, 
for one of Dr. Hirst’s illustrations is described as a “schirrous carcinoma ” 
containing “epithelial nests.” | Comparison without confusion seems 
therefore impossible. The drawings of microscopic appearances, taken 
apparently from photo-micros, are badly executed and do not give the 
reader much information. The clinical course of the disease is only briefly 
described. “ Pain,” the author says, “is scarcely ever noted until the 
disease is far advanced, and has invaded other pelvic structures than the 
uterus.” The frequency of death from uremia is commented upon, but 
the occurrence of pyosalpinx by infection from the necrotic growth is not 
noted at all. Death from peritonitis is said to be rare. Early diagnosis 
apparently must be made by the microscope, and a process is described by 
which a piece of cervical tissue may be removed from _ the 
body, frozen, cut, microscoped and reported on within 10 minutes—- 
a truly American piece of slimness. The importance of friability 
of the tissues in this respect is not mentioned. In the later 
stages when the vaginal vault is occupied by a large cauliflower 
mass “great pieces,” we are told, “may be removed by the examining 
finger,” but surely at this stage no such aid to diagnosis is required. It 
is in the earlier stages that tissue-friability lends such valuable help in 
diagnosis. With regard to modern developments of operative treatment 
the author truly says that it is not “the extensive but the early opera- 
tion . . . which promises better results in the future.” He prefers the 
combined vagino-abdominal operation in the majority of cases, as it allows 
of the complete removal of the uterine appendages in which there may be 
incipient foci of disease, and gives the opportunity of better inspection of 
the pelvic tissues. The vaginal operation is preferred when the patient 
is very fat, and if the “ patient’s condition is not good.” In this 
operation clamps are preferred to ligatures. In the palliative treatment 
of inoperable cases the author uses z-rays, but admits that it is too early 
to decide what the ultimate result may be. After properly protecting the 
patient’s bedy, the a-ray tube is held for 8—-10 minutes 4—-5 inches from 
the vulva, the cervical growth being exposed through a Ferguson’s 
speculum. 
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Displacements of the uterus are discussed with moderation and 
judgment. In cases of backward displacement complicated by adhesions 
and fixation of the uterus, the author apparently leaves it to the patient 
to decide whether she will undergo abdominal section to free and suspend 
the uterus, or will prefer a prolonged course of palliative treatment to 
“ gradually elevate the uterus,” followed by the continued use of a pessary. 
He admits that the palliative treatment frequently fails. Of all the 
operations devised by modern ingenuity he prefers the Alexander opera- 
tion upon the round ligaments as modified by Edebohls. We greatly 
regret to see that ventrofixation or “ uterine suspension ” is carried out by 
uniting the fundus uteri to the abdominal wall by a couple of stitches. 
This baneful practice of attaching the fundus is mainly responsible for 
the difficulties sometimes met with in subsequent pregnancy and labour ; 
the sutures should pass through the anterior uterine wall well below the 
fundus, when the development of the gravid uterus will not be interfered 
with. 

The pages devoted to uterine fibroids are adequately written. It is 
curious that according to the author’s experience the chief diagnostic 
difficulty consists in distinguishing a uterine fibroid from a gravid uterus. 
He states that “time and again hysterectomies have been performed by 
operators of experience in cases of intra-uterine pregnancy without a trace 
of fibromyomatous growth.” Five such operations have been performed, 
to the author’s knowledge, in Philadelphia within a few years. It is 
extraordinary that such mistakes should occur with any frequency, when 
the simple precaution of passing the finger into the uterine cavity would 
prevent them, for it is only in cases of serious hemorrhage during pregnancy 
that the difficulty of diagnosis could ever arise. Dr. Hirst is by no means 
an advocate for radical operative treatment in all cases; he says “a con- 
scientious surgeon . . . will probably not operate on more than 20 per 


cent. of his cases,” and he states the indications for operation with great 
fairness. 


The etiology and pathological anatomy of tubal inflammation are well 
discussed, but the photo-micros in this section are very poor, and not 
nearly so good as we are accustomed to see in American publications. The 
author is a strong advocate of palliative treatment in both acute and 
chronic cases if there is no great accumulation in the tubes. He claims 
that even in cases which appear at first sight discouraging, by palliative 
treatment we may relieve the pain, correct the malposition of the tubes 
and uterus, stretch and absorb adhesions, control menorrhagia and make 
conception possible in a woman previously sterile. This sanguine 
estimate leads us to turn with great expectations to the details of the 
treatment, but we find that vaginal tamponade and abdominal massage 
are the main elements upon which the author relies. With regard to 
operative treatment he urges that ovaries should not be removed simply 
because the tubes are taken, but should be treated strictly upon their 
merits. And removal of the uterus in such cases should never be under- 
taken unless the condition of the organ itself demands it. The author will 
have none of the specious fallacy that without the Fallopian tubes the 
uterus is useless and should therefore be removed. Of extra-uterine 
pregnancy eight different varieties are recognised; tubo-uterine, 
tubal proper, tubo-ovarian, ovarian, primary abdominal, ovario-abdominal, 
tubo-abdominal and utero-abdominal. It will thus be seen that he accepts 
without much discrimination the accounts which have from time to time 
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been published by various authors of cases which have come under their 
notice. 

Prolapsed ovaries are suspended by the author when palliative treat- 
ment fails, by uniting the infundibulo-pelvic ligament to the parietal 
peritoneum over the ilio-psoas muscle and in front of the iliac vessels. 
The diseases of the bladder and urethra are treated very fully and details 
given of the methods of using the urethroscope and cystoscope, the ureteral 
catheter, etc. Methods of repair of vesico-vaginal and ureteral fistule are 
also well described, and this section includes the treatment of floating 
kidney. The last 100 pages are devoted to a full account of the operative 
methods and details, or as the author terms it “The detailed Technic of 
Gynecic Surgery.” It will be read with interest by English operators 
even if they do not aspire to emulate the author’s elaborate methods. 

In conclusion, we must admit that sound and valuable as is Dr. Hirst’s 
work, taken as a whole, its effect upon the English mind is one of con- 
tinued irritation, produced by the barbarous mutilations of the Anglo- 
Saxon tongue which disfigure almost every page. The author does not write 
English, but a travesty of it which we can only call “ Americanese.” 
Philology may “ go hang” for all he cares; he indulges in a smattering of 
phonetic spelling, and writes “feces” for “ feces,” “fetal” for “ foetal,” 
“fiber” for “fibre,” “technic” for “technique” (why not “unic” for 
“ unique ” ?) and “ skepticism ” for “ scepticism.” He constructs barbarous 
words such as “ urinalysis” to take the place of “ urinary analysis,” and 
thus saves time, which, however, he loses again in writing “ hypo- 
dermatic ” for “hypodermic ;” but he saves time mightily over “ gynecic ” 
for “gynecolegical” and has never wasted a moment in writing a 
diphthong from the beginning of the book to the end. Surely the preserva- 
tion of the evidences of the dead languages upon which our tongue has 
been built up is worth a small sacrifice of time on the part of all educated 
persons who use it. 


VacinaL Tumours, with SpeciraL Rererence to CANCER AND SARCOMA. 
By W. Roger Williams, F.R.C.8. Pp. 92. London: John Bale, 
Sons and Danielsson, Ltd. Price 5s. 6d. net. 

This book is purely a compilation, and, though the author states in 
his preface that he has endeavoured to get rid of the incubus of the 
immense accumulation of details relating to local tumour formation, by 
co-ordinating and arranging the disjecta membra in a concise and accurate 
manner, so that their significance may be readily grasped by the practioner, 
we doubt whether he can be said to have been very successful. It gives 
the impression rather of a thesis or essay on the subject, than of the work 
of one who has written because he has something of worth to make public. 
Still it will be found to contain a useful summary of the present knowledge 
regarding the nature, diagnosis and treatment of vaginal growths. 

The first chapter is concerned with carcinoma of the vagina; stress is if 
very rightly laid on the necessity for carefully excluding primary disease 
elsewhere owing to the frequency of secondary deposits in the vagina, and 
attention is directed to the diagnosis from the various chronic inflamma- 
tory, syphilitic and tuberculous lesions. 

In the next chapter on sarcoma there is a very full account of the 
“ orape-like” sarcoma of infants. In stating that he has only found three 
instances of lymph-gland dissemination in the literature, the author has 
evidently overlooked the case described by Curtis, where a full pathological 
report is given of the only metastatic growth found at the post-mortem, 
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and that in a gland at the pelvic brim involving the common iliac 
vessels. The account of deciduoma is the least satisfactory part of the 
book. To begin with, it is classed under sarcoma, though now recognised 
as arising from the chorionic epithelium ; then, in speaking of the cases of 
primary vaginal growth, he digresses to discuss its primary occurrence 
in extra-uterine situations generally. All these he ascribes to deportation 
of villi, and states that pregnancy is a necessary link in the chain, and 
that instances of the disease independent of pregnancy have not been 
substantiated. He is especially caustic about “the far-fetched hypothesis 
of a foetus in fetu,” but he makes no endeavour to account for the cases 
of chorionepithelioma occurring in the male in connection with teratomatous 
growths, nor of such cases as that recorded by Pick in the ovary of a 
girl of 9, where the possibility of pregnancy could be excluded. The non- 
malignant tumours of the vagina and the cysts complete the book. 


A SKercu or THE History or OssTEtTRICS IN THE UntTEep States up To 1860. 
By J. Whitridge Williams, Professor of Obstetrics, Johns Hopkins 
University ; Obstetrician-in-Chief, Johns Hopkins Hospital, and 
Gynecologist to the Union Protestant Infirmary, Baltimore. Pp. 55. 

This is a reprint of a contribution by Prof. Whitridge Williams to Prof. 
Dohrn’s “ History of Modern Obstetrics,” and contains an historical account 
of the progress of obstetrical work in the United States of America from 
the early 18th century up to 1860. The author has studied the records 
of the Surgeon-General’s Library and the Library of Congress, and has 
produced what will no doubt be a valuable work of reference, though it 
does not contain very much of interest to us in this country. It does not 
cover the time of Marion Sims or Emmett, and the names—except those of 
Hodge, Dalton and Oliver Wendell Holmes—are of little renown outside 
America. In the first part Dr. Whitridge Williams sketches the advances 
in such directions as extra-uterine pregnancy, Cesarean section, puerperal 
infection and so on, and in the later part gives short biographical notices 
of the more outstanding men. 

The influence of Oliver Wendell Holmes in teaching the contagious 
nature of puerperal fever, has been fully recognised in this country, and 
his eloquent appeal to the profession for care and vigilance while in 
attendance on childbirth is frequently quoted. That he was the originator 
of the term anesthesia is also well known. This little brochure will, 
however, call the attention of Dr. Whitridge Williams’ European colleagues 
to one point, and that is that in obstetrics, as in most things, America 
has anticipated many of the great discoveries, which have hitherto been 
ascribed to this continent. Reference has already been made to Dr. 
O. W. Holmes’s teaching in regard to contagion and puerperal infection 
four years before Semmelweiss made his ideas public, and the part played 
by her physicians in the introduction of anesthetics is also well recognised, 
but it will come as a surprise to many that Lawson Tait’s work on 
Ectopic Pregnancy was largely anticipated in America by W. W. Harbert 
in 1849 and Stephen Rogers in 1867. The latter, in a monograph on 
the subject urged that “the peritoneal cavity must be opened, and the 
bleeding vessels must be ligated ;” for “ what would we say of a surgeon 
who would sit quietly by and see the ‘ifeblood flow from a divided vein 
or artery, and make no effort to arrest it? He who recognises the presence 
of blood in the peritoneal cavity, with a coincident history such as has 
been detailed, has no better excuse for inaction.” It does not appear, 
however, that these brave words led Stephen Rogers to go the length of 


i 


Reviews of Recent Books. 585 


carrying out his principles, and Lawson Tait is left with the credit 
of, at any rate, being the first to act up to them. The operation of 
laparo-elytrotomy, generally believed to have been suggested by Baude- 
locque in 1823, was proposed by Dr. Philip Syng Physick, of Philadelphia, 
one year previously, and the Braxton-Hicks method of bi-polar version 
had an American discoverer in Dr. Marmaduke B. Wright, of Cincinnati, 
Ohio, who described and practised it six years before Hicks published his 
first communication. 

We may congratulate Dr. Whitridge Williams on this careful and 
laborious record of the life and work of the early American obstetricians, 
as well as on his loyalty to his compatriots in seeing that they obtain 
proper recognition of their share in the great advances of the 19th century. 


Biocrapuic Cuinics. Vol. ii.: “The Origin of the Ill-health of George 
Eliot, George Henry Lewes, Wagner, Parkman, Jane Welch Carlyle, 
Spencer, Whittier, Margaret Fuller Ossoli and Nietzsche.” By 
George M. Gould, M.D., Editor of “American Medicine,” etc. 
London: Rebman, Ltd., 1904. 

In reviewing the first volume of Biographic Clinics we recommended it 
to the gynzecologist because it bore on the relation of errors of refraction 
to neurasthenia. This subject, now that studious girls and literary women 
abound, is of great importance. If many may think that the author 
over-rates the seriousness of defective sight, he may justly reply that 
many under-rate it. The first chapter on “ Eye-strain and the Literary 
Life” . deserves careful consideration. After his manner, Dr. Gould 
writes: ‘When young criminals are found to have an enormously high 
average of high hyperopia—such as would absolutely interdict study and 
handwork—what can they do, if poor and naturally unmoral, what can 
they do but drift into crime?” However true or otherwise such an 
assumption may be, it is certain that hypermetropia and other defects of 
accommodation are highly prejudicial to the welfare of workgirls, pupil 
teachers and young women of humble degree in general. 

We may discount the effects of a worked-out or used-up giant intellect, 
as in the well-known cases of Darwin, Huxley and Herbert Spencer. The 
sufferings of the latter have recently been revealed in his strange but 
absolutely candid autcbiography. We must not place too great stress 
on defective sight due to overstudy, for some of these great sufferers 
undoubtedly read less, far less, than an average “literary hack,” who 
after twenty or thirty years of eye-labour may remain a very jolly fellow, 
ready to eat a hearty meal at his club every evening, and never troubling 
about death or the profound reality or unreality of existence. He may 
even know how to be astigmatic yet happy. Overwrought intellects, on 
the other hand, may be most wearisome to themselves and their neighbours, 
and may dread their dinners as well as their graves, without all their woes 
being attributable to hypermetropia. Nevertheless eye-strain may be a 
potent factor in the bitterness of a middle-aged sage’s life. 

It is the ladies, however, whom we must consider. They, as might be 
expected, suffer more as a rule than men when they soar in rhyme or prose 
and burn the midnight oil. Such occupations try the sight and also 
induce many petty maladies, colds, indigestion, etc., whilst neurasthenia 
is greatly increased by the tendency of such subjects to worry about deep 
metaphysical questions, a tendency which causes friction with friends and 
acquaintances. All these evils react very injuriously, so that it is never 
easy to determine which of them is primary. At any rate we must agree 
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with Dr. Gould that defective sight, whether primary or secondary, is a 
great evil, and is frequent amongst women who have become famous. 

The author, turning from general considerations, diagnoses the case 
of George Eliot as old-fashioned sick headache due, as multitudes of other 
cases have been, to eye-strain. Some extracts from her letters certainly 
indicate that her sight was sorely tried:—‘ My hand and mind are 
wearied with writing four pages of German and a letter of business ”— 
“The tears are streaming from my smarting eyes, so farewell.” In these 
days “leathery brain must work at leathery Strauss,” as the great 
novelist quaintly wrote in a letter to a friend. If a lady under thirty 
labours for several years at a theological work, the study of which involves 
innumerable small print references to scriptural texts and to controversial 
works with labyrinthine Latin, Greek and German names, it is not 
wonderful if her health suffer, especially if her sight be defective. A 
long series of quotations from George Eliot’s correspondence, filling several 
pages convince Dr. Gould that eye-strain was the fount and origin of all 
her woes. “Completed presbyopia brought an end of the melancholy in 
George Eliot’s case,” writes the author. \ 

All who open this volume will, we expect, look up Dr. Gould’s 
observations on Jane Welsh Carlyle. His epitome is “ sickheadache, 
nervous sufferings, insomnia. Hers was a case of life-long sickheadache.” 
He notes how suddenly her mind and emotions improved at about the age 
of sixty, which is the age of presbyopia and not of the menopause. The 
fatigue which she experienced when in a picture gallery is very 
characteristic, we admit. Dr. Gould characteristically scouts an opposite 
doctrine. “The eroticism, and neuroticism, and tommyroticism (sic) 
seem to be not in the patient nor in her husband, but in the “ science,” 
“history” and “biography” of their “ postmortem friends.” “ The near 
use of astigmatic eyes,” in our author’s opinion, explained everything, 
and he thus concludes his essay on this lady—‘“‘ To understand all is to 
explain all.’ The mountain of calamitous misunderstandings—scientific, 
social, and biographic—under which the noble coupie are made to lie by 
the shameless, inaccurate and ignorant has no warrant for existence. 
Reorganising and understanding the mystery and awfulness of their 
suffering, our love and veneration will come to equal the measure of our 
profound gratitude for the heroism and lessons of their combined lives.”. 

The gynzcologist has perhaps been rather remiss in testing the vision 
and accommodation of neurasthenic patients with ovarian symptoms. 
Great people are “ unquiet things,” as Byron said, and just as we have 
grown tired of records of their dirty doings, so the literary public may 
find memoirs of their nerves, digestion and sterility rather monotonous. 
It is their greatness and not their sickness, their power not their impotence 
that concerns us. With humanity, far more interesting in many 
respects, it is otherwise. Medicine forbids us to overlook the most trifling 
symptom in the most humble patient. But defective sight is no trifle, and 
it is hard for a patient that we should overlook it and lay the guilt on 
innocent ovaries. We must not allow them to go on suffering, these 
unknown ones, which may include ourselves, who suffer in silence and do 
not write long letters about their symptoms, to be published after their 
decease by indiscreet men of letters. 
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ADVERTISEMENTS 


THE MODIFICATION 
OF COW'S MILK. 


Simply dissolve MELLIN’S FOOD in HOT WATER 
and add FRESH MILK. 


A few trials with a little careful observation will readily 
determine what changes, if any, in the fats, proteids, or carbo- 
hydrates are needed, and the formula can then be varied to 
suit the requirements of the particular case. 


The analysis of MELLIN’S FOOD 
shows that it is— 


1. Starch free. . 4 
2. Rich in maltose, the analogue of lactose. 
3- Alkaline in reaction. 


4. And it so modifies cow’s milk as to ren- 
der it chemically and physically like 
breast milk 

5. The fresh cow’s milk supplies the essen- 
tial antiscorbutic principle. 


Medical Testimony throughout the world under all 
conditions establishes the physiological value of MELLIN’S 
Foop. The employment of fresh cow’s milk in the prepara- 
tion of the mixture secures the retention of the antiscorbutic 
properties of that substance. 


THE “HOME MODIFICATION OF COW'S MILK.” 


A Pamphlet of suggested formule to be obtained with sample from 


MELLIN’S FOOD, PECKHAM, 


LONDON, S.E. 
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The novel shape makes insertion easy and prevents expusion. 
The improved method of manufacture ensures accurate dosage 
and even diffusion of active principles, 


RE perfectly preserved from contamination or deteriora- 
tion until the moment of use by the hermetically-sealed 
sheath of pure tin foil in which each is enclosed. This 
sheath can be instantly stripped off, as shown below. 
The list includes ‘Enule’ Brand Belladonna Extract, gr. 1/4, gr. 1/2, and 
gr. 1; Bismuth Subgallate, gr. 10; Cocaine Hydrochlor., gr. 1/2; Glycerin 
(95 °/o) Children’s and Adults’; ‘Hazeline’ Compound; Lead and Opium; 
Meat (Predigested); Milk (Predigested); Morphine Hydrochlor., gr. 1/4, 
gr. 1/2, and gr, 1; Opium Extract, gr. 1; Santonin, gr. 3. 


Burroughs Wellcome & Co., LONDON & SYDNEY. 
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ADVERTISEMENTS. 


( GOLD MEDAL AWARDED, HEALTH EXHIBITION, LONDON. 


For INFANTS, INVALIDS, and the AGED. 


r The following important letter has been received by the manufacturers— 


“* Ever since you introduced your food I have been in the habit of 
prescribing it for Infants, and Invalids, and in my opinion it surpasses 
and absolutely supercedes all other Foods and humanised milk. 

The laxative effect of your food when the predigestion has been 
carried pretty far is one of its most valuable qualities, and can be 
regulated precisely according to the time of the digestive process. 
By graduating this, a most perfect adjustment of the action of the 
wels can be secured.” 


, M.B., B.S. (Lond.), F.R.C.S. (Eng.). 


BENGER’S FOOD, LTB., OTTER WORKS, MANCHESTER, 


BENGER’S FOOD may be obtained in Tins of leading Chemists, &c. & 


PREGNANCY, 


Illustrated List Free 
on Application. 


Belt Corset. 
Straight-fronted 


DOMEN BELTS C0, Sa 
456, STRAND (Fisc:), CHARING CROSS, LONDON, W.C. 
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ADVERTISEMENTS. 


New Portable Transformer for Cautery 


and Lighting Purposes. 


For Cautery the 
quantity of current 
is regulated by a 
rheostat, and all bur- 
ners for nose, throat, 
ear, eye and similar 
operations can be 
used. 

For surgical lamps 
the pressure of cur- 
rent is regulated by 
a separate rheostat 
through which any 
low voltage lamps 
such as those used 
for forehead, throat 
and cystoscopic pur- 
poses may be illu- 
mined to any desired 
intensity; such 
lamps may be used 
simultaneously with 
the cautery when 
desired. 


Transformer 


s recommended for 
eating Cautery 
urners and for the 
ighting of low vol- 
age surgical lamps 
vhere constant cur- 
ent is available 
from the electricity 
supply mains. 
The construction 
f this transformer 
is such that it is 
horoughly reliable. 
It is free from all 
the objectionable 
points of accunu- 
lators and its high 
eficiency makes it 
considerably more 
economical than re- 
sistances. The 
amount of current 
actually consumed 
is so small that the 
transformer may be 
connected with any 
wall-plug or lamp 
holder. 


Transformer as figured with separate Rheostats for Cautery and for Surgical Lamp, to be 
used on a 200 or 220 volts continuous current circuit... ae Ce me £14. 


Transformer as above for use on a 100 volts circuit Hee ey uae £13. 


Transformer for Cautery and Light; also for Galvanisation and Electrolysis, and provided 
with Galvanometer, Current Reverser, cords, handles, and electrodes for use on a continuous 
current circuit of up to 220 volts pressure pte oe ans £18. 18s. Od. 


Transformer for Cautery, Light, Galvanisation, Faradisation, and Electrolysis, with 
Galvanometer, Current Reverser and Coil for faradic current, complete with handles, electrodes 
and cords for working from continuous current circuit up to 220 volts £23. 10s. Od. 


Table on Castors, with drawer, as shewn in figure for above 


Transformers ... £2. Os. Od. 


Mottershead & Co., 
Makers of Electro-Medical Apparatus, 


7, Exchange Street, MANCHESTER. 
Telegrams: ‘‘OTTER MANCHESTER.” Telephones: 1374 MANCHESTER. 
74 ECCLES (after business hours). 


Established 1790. 
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MOTTERSHEAD Co. 


(A. BLACKBURN), 


Pharmacists, 


7, EXCHANGE STREET, 
MANCHESTER. 


RADIOGRAPHY. 


ERSONAL attention is devoted to this work in its various 

branches, and in which we have had constant and exten- 

sive experience dating from the time Professor Réntgen 
communicated his discovery. 


A room under the Royal Exchange has been furnished 
with the most modern apparatus for taking Radiograms, 
making screen examinations, and conducting X Ray work 
exclusively for the Medical Profession. 


Skilled operators can be sent to any part of the country 


with the necessary apparatus to take Radiograms at a patient’s 
residence when necessary. 


Terms for radiographic work on application. Special terms 
to Hospitals and in recommended cases. 


Being actual Makers of Coils 
and Medical Electrical Apparatus 


We are able to guarantee the efficiency and workmanship of 

instruments we supply. Our price for the highest grade 

instruments will compare favourably with the prices frequently 
charged for inferior instruments of foreign manufacture. 


We shall be pleased to quote for sets of Radiographic Apparatus suited for 
Hospitals or Private Practice, and to give free instruction to purchasers. We 
are always willing to give the fullest information respecting our Apparatus, 
and invite enquiries. 


Iustrated Price List on application. 


Telegrams: ‘‘OTTER, MANCHESTER.” Telephone: 1374 MANCHESTER ; 74 ECCLES (for 
communication after business hours.) . 
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Containing the necessary requisites selected from 
SOUTHALLS’ “SANITARY SPECIALITIES” 
for use in Confinement. 


In designing these Sets the experience of many Eminent Obstetricians and 
Trained Nurses has been obtained, with the result that the Sets will be 
found invaluable as regards Comfort, Cleanliness, and diminution of the risks 
of septic infection, both to the Nurse, Patient, and Child. 


Circulars giving full particulars free on Application. 
Southalls’ 
Accouchement 
ABSORBENT, ANTISEPTIC AND OF Sheets. 


aneeaniiial by the Medical and Nursing Professions for 
Comfort and Cleanliness. 


22 by 18, 28 by 25, 33 by 33 inches—1/-, 2/-, and 2/6 each. 


Southall Bros. & Barelay, Limited, Birmingham. 


Manufacturers of Southalls’ Sanitary Towels for Ladies. 


Entirely free from all admixtures—such as Kola, Malt, Hops, Alkali, etc. 
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HE Active Principle of the Suprarenal Gland 
was first isolated by Dr. Joxicnt Takamine, 


and is known as 


Adrenalin 
Takamine. 


It is upon the use of Takamine’s product that 
the thousands of favourable Medical reports have been 
based. Its success has caused numerous imitations 
of widely varying qualities and titles to be offered. 


The genuine, reliable article, 
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can be secured by the specification : 


Adrenalin 
Takamine. 


PARKE, DAVIS & 
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CascaRA, LONDON.” 


Telephone Nos.: 5940 BANK. LONDON, E.C. 
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Cocoa 


“In a recent analysis which 
“we have made, the results 
“distinctly indicate the advan-~ 
“tage of VAN HOUTEN’S 
“PROCESS of manufacture. 
“Thus this Cocoa yields a 
“maximum proportion of the 
“valuable food constituents of 
“the bean, and what is of more 
“importance still, these are 


“more easy of assimilation and 
“digestion than in Cocoa not 
“so prepared.” 
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THE BEST FORM OF IRON 
For Anzmics is undoubtedly Bi-Palatinoids of Ferrous Carbonate. 


Actual size open. 


Actual size closed. 
WHAT BI-PALATINOIDS ARE: 

Bi-PalatinoidSAre small, soluble cachets of glycerine jujnbe, divided into two chambers 
by an impermeable, soluble septum of the same material. 

Within a few seconds of entering the stomach, the Bi-Palatinoid opens like an oyster by 
the eversion of its two halves, so that the contents are discharged simultaneously, and, in 
the case of the iron and alkali of Blaud’s Pill, these interact and produce the nascent white 
ferrous carbonate within the stomach itself, and recent research has proved this salt to be the 
most readily assimilated of all the compounds of iron. 

Extract from the official report of the Grant’s Committee of the British Medical Association 
Sor the purposes of scientific research :—‘** Carbonate of iron in the form of the ‘ Bi- 
Palatinoid’ Blaud’s Pill, gave the best results compared with other preparations 
of iron containing an equivalent amount of the metal.”’ ; 
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Put up in two sizes - - - 214s, and 10s. 6d. 
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FULL PARTICULARS ON APPLICATION. 
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(Absorbent) Towelettes. 
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Hartmann’s Sanitary Sheets, 


For Accouchement, Bed Sores, Operations, &c. 
Perfectly Antiseptic, Clean, and Comfortable. 
The most comfortable appliance for Accouchement ever made. 
Used in the principal Lying-in Hospitals of London, Manchester, Edinburgh, 
Glasgow, &e. 
In 3 sizes: 24” x 18” 26” x 20” $2" 6S2" 


Price 1s. 1s. 6d. 2s. 6d. each. 


REDUCED PRICES TO DOCTORS AND NURSES. 
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Uterine Dilator. 


Suggested by Prof. L. M. BOSSI, of Genoa, vide the Journal of Obstetrics 
and Gynecology, February, 1903, &c. 


Down Bros. 


Surgical Fnstrument Manufacturers, 
21, ST. THOMAS’S STREET, LONDON, S.E. 


(Opposite Guy's Hospital.) 


Telegraphic Address: ‘DOWN, LONDON.” f Telephones, 965 Hop, and 8339 Central, 
Factory: KING'S HEAD YARD, BOROUGH. 
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TRIFERRIN 


Indicated in cases of ANAEMIA, CHLOROSIS, 
RACHITIS, and General Conditions of DEBILITY. 
DOSE: 5 grains three times daily. 


Triferrin is Paranucleinate of Iron, containing 22 per cent. 
iron, and 2¥% per cent. Natural Phosphorus i in organic combination, 
which assists the assimilation of albumin. 


After exhaustive clinical tests Triferrin has been very highly 
recommended by Professor G. Klemperer of Berlin, Dr. Mahrt of 
the Medical University Clinic of Gottingen, Dr. L. H. Warner of 
New York, and others. 


Triferrin has the following advantages over other Iron 
Preparations :— 
It does not affect the teeth. 


It increases the appetite, and is tolerated by the most delicate 
stomach. 


It not only raises the hemoglobin-content of the blood up to 
907%, but also trebles the content of iron in the liver—a 
fact of exceptional importance. 


It brings about a reduction of the polynuclear form of leuko- 
cytes, which are replaced by recent lymphocytes. 


It cannot act injuriously in any case—whether iron be indi- 
cated or not. 
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One, three times daily. 
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Palatable, Reliable, Permanent. 


DOSE: CHILDREN, One Teaspoonful; ADULTS, Two to Four Tea- 
spoonfuls; three times daily, after food. 


DEPOT FOR THE UNITED KINGDOM FOR TRIFERRIN AND 
ITS PREPARATIONS :— 


James Woolley, Sons & Co., Ltd. 


MANCHESTER. 
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